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PEEFACE. 

— *-■ 

The design of the present work is to give an account 
of the organic diseases of the kidney, and of those 
diseases and disorders of which the chief characteristic is 
some alteration of the urine. 

The work naturally falls into three parts. 

The first part—which may be regarded as introductory 
to the other two—is devoted to the physical and chemical 
properties of the urine, and to the various alterations 
wliich it tuidergoes under different circumstances of 
health and disease, in so far—and only in so far—as 
they seem to have a practical bearing. The methods of 
examining the mine for clinical purposes are explained; 
and the significance of the diverse changes experienced 
by it pointed out. The naked-eye and microscopical 

appearances of urinary deposits are described and figured, 

• 

together with those of the extraneous matters which 
accidentally find their way into the-urine. 

Of the vast array of researches on the composition of 
the urine, and the rate of excretion of its se^rCral ingre¬ 
dients, accumulated in recent times, it has* been found 
impracticable to give even an abstract, without greatly 
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exceeding the limits of practical utility. It has seemed 
to the author moi'e convenient to consign these piu’ely 
<!hemical and pliysiological materials to separate treatises, 
in the manner adoptail by Neubauer and Vogel and Dr. 
Par-kes,—at least i)7bvisionallj% that is, until such time 
as they can be show-n to possess some clinical value. 
Further, these subjects are treated so ampty in'the works 
(iji addition to those of the autliors just mentioned) of 
Deale, Thudichum, and Hassall, that the omission of 
them lias caused the autlior little regret. It is hoped, 
however, tliat nothhig has been omitted a luiowledge of 
which possesses any interest for the actual i)ractice of 
medicine. 

The second part treats of a group of aftections which 
may be designated brietly as “ urinary diseases,” viz. 
diabetes iusii)idus, diabetes mellitus, gravel and calculus, 
and chylous mine. In his description of these diseases 
(with tlie exception of gravel and calculus), the author 
has endeavoured to present an analysis of all the facts 
hitherto iiublished in relation to them, together with 
those which have Mien u^der his own notice. In the 
chapter on gravel and calculus, prominence has been 
giien to the medical treatment, and especially to the 
autlior’s own researches in this direction. 

The organic diseases of the kidney form the subject of 
the third a^d largest part of the woi’k. The most im¬ 
portant of these—Bright’s disease and its allies—are 
treated with a fulness commensurate with their gravity 
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nnd ’frequency, and mainl}' from a clinical, point of 
view. 

Tlic less frequent affections of the kidnej'—^liydi-one- 
phrosis, cystic degeneration, cancer, tubercle, parasites, 
jiialpositions and malformations—are ti’eated analytically, 
and at considerable length. The extreme i»ovei’ty of the 
existing English systematic works on these subjects 
seemed to demand this compensation. 

'I'he author has not neglected any soiu'ce of informa¬ 
tion witliin his reach. He is especially indebted to tlu; 
works of Prout, Bright, Christison, Frerichs, Johnson, 
Dickinson and Basham, and to the more comprehensive 
treatises of Bayer, Bosenstein, and Julius Vogel. A 
larg(' quantity of material has also been collected from 
various English and Continental serials, and espechilly 
from the valuable issues of the Loudon Ihithological 
t^ociety. Finally, the author is under a special debt of 
gratitude to his friend Mr. Thomas Windsor, whose 
laboiu’s, hr connection with the library of the Manchester 
iledical Society, have alone reirdered it possible to write 
the preseirt work in this city. 

To preveirt the multiplicatioir of foot-notes, the prin¬ 
cipal referetrees have beelr placed at the heads of the 
several drainers. 

The chiuiges introduced into the present edition in¬ 
clude an account of Russell and West’s,method of 
estimating Urea in urine, of Dr. Lewis’S'* discovery of 
the ftlaiia sanguiiris hominis and its connection with 



PREFACE. 


viii 

chylous urine. The author’s new method of estimating 
albumen in mine is described at p. 169. A brief notice 
isi givep of the’ discussion raised by the paper of Sir 
William Gull and Dr. Sutton on aiicrio-capillary 
fibrosis iti' its bearing on the pathology of granular 
kidneys, and of Dr. Dickinson’s researches on the 
morbid anatomy of diabetes. Section I. of chap. iv. is- 
witlidrawu, for reasons stated in a foot-note on p. 114. 
.411 the articles have been carefully revised; but only 
such alterations have been made as were deemed calcu¬ 
lated to enhance tlie practical value of the work. 

Ma-ncurstkii, 89, Mosley Stiieet, 

Jime , 1876. 
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— ti'oatment, 153 
Hfcmaturia, 130 

— classification of, 131 

— endemic, 136, 592 

— diagnosis of source, 132, 137 

— symptomatic, 137 

— supplementary, 137 

— rend, 132 

— in cancer of the kidney, 628 

— treatment of, 138 

— from rupture of the kidney, 
133 

Hepatine, 240 
Horse-shoe kidney, 622 
Hydatids in the kidhey, 568 

— natural history of, 670' 

— morbid anatomy of, 674 

— coses of, 581 

— symptoms of, 678 

— etiology of, 585 

— diagnosis of, 586 

— treatment of, 687 
Hydatids voided with the urine, 573 
Hydronephrosis, 482 

— morbid anatomy of, 483 * 

— etiology of, 488 

— symptoms of, 497 

— terminations of, 499 


Hydronephrosis—eont/nued. 

— diagnosis of, 500 
—• treatment of, 501 
Hydrorenal distension—ace bydrons* 
phroais. 

Hypoxanttrino, 93 


Impurities in the urine, 6 
Indican, 15 
Indigo, 15 

Inorganic deposits in urin^ 53 
Inosite, 202 


.Taundice, urine in, 15 


Kiestcine, 127 


Leucine in urine, 92, 93 
Lime, carbonate of, 101, 283 
— phospbatea of, 95, 287 
Litliatcs— tee urates. 

Lithic acid— tee uric acid. 

Lymphatic growths in the kidney, 650 
Lymphous urine, 323 


Magnesia, phosphate of ammonia, 
and, 99 

Malformations of the kidney, 1621 
Malpositions of the kidney, 602 
Misplacements of the kidney, 602 
Moore's test for sugar, 182 
Movable kidneys, 807 * 

— physical signs and symptoms, 
607 

— cases of, 608 

— etiology of, 610 

— diagnosis of, 619 

— treatment of, 620 
Mould fungus in urine, 161 


Nephritic colic, 478 
Nephritis —tee Bright’s disease, and 
congestion. 

Nephrotomy, 481 
Neurotic albuminuria, 175 


OH—tee fatty matters in the urine. 
Optical saccharimetiy, 196 
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Organio depotiitt, 59, 114 
Osaeonit growtlia in the kidnej, 549 
OwiBcation in the kidneys, 467 
Oxalate o£ lime, depoeits of, 74 , 

— clinical significance 0 ^ 78 

— treatment of, 82 
Oxalute of lime calculi, 279 

— solvent treatment of, 319 . 
Oxalic diathesis, 79 

Oxaluria, 79 

FaiBsites in the kidney, 568 
Penicilium glaucum, 161 
I’entostoma denticulatum, 599 
Phosphates, earthy, in the urine, 95 

— amorphous, 96 

— crystrilized, 97 

— stellar, 97 

— triple, 99 

Phosphates, ammoniaco-magnesinn, 99 

— secondary, 287 

— mixed, 287 
Fbospluitic calculi, 287 

— solvent treatment of, 320 
Phosphoric acid and the phosphates, 

93 

Phosphorus, excretion of, 103 
Pigments of the urine, 12 
Pigmentary particles in the urine, 
114 note 
Polydipsia, 198 
Polyuria^ 198 

Pregnancy, a cause of Fright’s disease, 
361 

Pregnancy, urine in, 127, 359 
Frostatic calculi, 290 
Puerperal eclampsia, urine in, 362 
Purulent casts in the urine, 122 
no^ 448 
Pus in urine, 128 
. — diagnosis of source of, 129 

— see pyelitis. 

Pyelitis, 466 

— morbid anatomy of, 455 

— etiology of, 467 

— ^mptoms of, 460 

— cases of, 463 

. - diagncais of, 469 

— prognosis of, 471 

— treatment o^ 472 
Pyelo-nephriti^ 457 
P^-nephrous, 464 


Quantity of the urine, 19 


Beaction of tlie urine, 47 
Removal of kidney, 481 
Retinitis apoplectica in Bright's dis¬ 
ease, 422 


Saccharimeter, oi>tical, 196 
Sarcinm in urine, '164 
Saturnine alhnminuria, 175 
Solids of the urine, 18 

Solid urine, 20 - 

Solitary kidney, 623 
Solvent treatment of urinary calculi,. 
297 

Specific gravity of the urine, 16 
Spermatozoa in urine, 156 
Spermatorrhfca, 156 

— treatment of, 168 
Stone—see calculus. 

Strongylns gigas, 599 

Sugar in the urine (see also diabetes),. 
180 

— tests for (qualitative), 181 

— tests for (quantitative), 190 

— clinical significance of, 196,. 
220 

— classification of cases of, 220 

— physiological considerationson, 
240 

Sugar, formation of in the liver, 240' 
Sugar fungus in the urine, 163 
Sulphuric acid and the sulphates, 102'. 
Stilphur, excretion of, 103 
Suppression of urine, 23 

— non-obstructive, 24 

— obstructive, 26 

— causes, 26 

— symptoms, 29 ' 

— cases of, 30 

— treatment, 46 -- 

Suppuration in the kidney, 449 
Surgical kidney, 459 

Syphilitic deposits in the kidney, SSP 


Torulss in urine, 161 
Trommer's test for sugar, 184 
(Tubercle of the Udney, 558 

— oomparative fr^nency of, 553! 
Tubercle of the kidney—primary, 551 

— morbid anatomy ci, 554 

— etiology of, 666 

— symptoms of, 667 

— cases of, 558 
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Tubercle of the kidney—rojif/nwcrf. 

— diagnosis, 665 

— treatment, 666 

Tubercle of the kidney—secondary, 
666 

Tnbercnlous matter in the nrino, 165 
Tumours of the kidney, 649 

— sec also, cysts, hydronephrosis, 
cancer, hydatids, pyonephrosis. 

Tyrosine in urine, 92 


Urate coneretions, 278 
Urate of ammonia, 68, 74 
Urate of soda, 68, 72 
Urates, .amorphons, 68 

— erystalline, 72 
Urasmia, 421 

— symptoms of, 422, 

— theories of, 431 

— treatment of, 440 
Urea, 104 

— excretion of in health, 106 

— — in disease, 109 

yatliology of, 109 , 

— estimation of quantity of, 100 i 


Uric acid, 60 

— deposits of, 60 

— daily excretion of, 63 

— origin and occurrence of, 63 

— clinical significance of, 66 
Uric-acid calculi, 277 

I — solvent treatment of 299 
j Unwhrome, 14 
i Urolithiasis —see calculus. 

! Vegetations in the urine, 160 
: Vihrioucs, 160 


Waxy degenomtion of the kidneys* 
396 

Worms, erratic, 600 , 

— spurious, 6UI 

Xanthine, 89 


Yeast fungus, 163 


Zoorouylum, 240 


THE END. 
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PART I 


THE PHYSICAL AND CHEMICAL PROPERTIES OP 
THE URINE IN HEALTH AND DISEASE- 
URINARY DEPOSITS. 

PnouT - Stomach and Renal Diseases. Ctli edit,, Lend. ISIS. 

Witiis—On Urinary Diseases. Lond. 1838. 

BEC(iDEaEi,—Sdmdiotique des Urines. Paris, 1841. 

Bence Jones —^Animal Chemistry. Lond. IS-W. 

Bird— Urinary Deposits. Sth edit., Lond. 1857. 

Beale— Urine, Urinary Deposits, and CiUculi. 3rd edit., Lond. 1SG9, 
Parees— Composition of the Urine. Lond. 1860, 

THtroicnuM-Pathology of the Urine. Lond. 1858, 

Neubader and Vooi^i. —Analyse des Hams. 6th edit. VTiesh. 1872. 

VooEi (J.)—Krankheiten der Hambereitenden Organo (ViicLow's Handhuch 
<L Path. u. Therap., Bd. vi.). Erl. 1863. 

Hassau— The Urine in Health and Disease. *2nd edit., Lond. 1863. 
Rabdtkad —Elements d’Urologie. Fai'is, 1875. 


CHAPTER I. 

INTRODUCTORY. 

—•— 

I-SUMMARY OF THE PROPERTIES AND COMPOSITION OF 
THE URINE: ITS PHYSIOLOGICAL AND PATHOLOGICAL 
'VARIATIONS., 

H ealthy urine is a clear,*watery, amber-coloured, saline 
solution, generally acid, witli a specific gravity of about 
1020. It contains a large quantity of tem; and smliller quan¬ 
tities of tre acul, Mppnm acid, creatm, and ermtinine. In 
addition to these, which are its characteristic constitaents, the 
urine contains certain saline substances, namely, chkrides, 
phosphates, and sulphates, of which the bases are soda, potash. 
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lime, and magnesia ; also minute quantities of oxalk and laclic 
acids, amimnia, impnenf, and other substances which are classed 
under the head of extradive matters. 

All these substances pre-exist in the blood, and arc simidy 
separated therefrom by the secerning action of the kidneys. 

The .average proportions of the chief constituents of the 
urine may be judged of by the following table, which has been 
constructed from a large number of the best analyses :— 


M^atpr . . '.954-Sl 

Solid matteivs . . . ... • . . 45'19 


Uvea . 
Uric acid 


Extractives 


'CLlorine . 
Sulplmric acid 
I’liosjdioric acid. 
Potash . . . 

Soda . 
linie . 
Magnesia . 


Creatine, creatinine 
Ammonia, hipjiuric acid 
Xantliine, hypoxanthino 
Sareino, pigment, unoxidised 
sulphur and phosphorus, mu¬ 


cus. 


&C., &c. 


21-57 

0-30 


6-53 


4-57 

1- 31 

2- 09 
1-40 
7-19 
0-11 
0-12 


The composition and physical properties of the urine may 
undergo alterations from physiological and from pathological 
causes. 

Physiological alterations .—^The physical properties of the 
urine, and the relative proportion of its ingredients, vary greatly 
under the different conditions of healthy existence. Exercise, 
rest, the quantity and quality of the food and drink, digestion, 
fasting, sleep, the quantity of the cutaneous transpiration, 
atmospheric states, &c., I'eact on the urine; and are, so to 
speak, reflected in its composition. 

Some of the urinary constituents are derived, wholly or in 
part, directly from the food. This- is especially the case with 
the saline or mineral matters, and the water. When the diet 
is especially rich, or especially poor, in any of these, their 
relative proportions in the urine rise or fall correspondingly. 
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Again, certain constituents (especially water) have other 
ways of passing out of the body than the kidneys, namely, by 
the skin, the lungs, the intestines; and if these show any 
unusual activity the composition of' t'^\e urine is necessarily 
affected. The greatest constancy of proportion is exhibited 
by the organic (nitrogenised) coustituents-^urea and uric acid, 
&c.—whicli are derived from the disintcgi-ation of the tissues ; 
but even these oscillate not a little witli the quantity and 
quality of the food, and with exercise or rest of the body. 
The reaction, Avhich influences so importantly the physical 
proixjrtics of the urine, and its capacity for holding in solution 
(rortain ingredients which otherwise tend to bo jn'ceipitated, 
is greatly affected by the digestion of food, and may be 
changed thereby from acid to alkaline during several hours in 
the day. 

Paihological nUm-alms may be distinguished into gmeral 
and xi:ecial. It is desirable to ijidicate these separately;, 
though pi’actically they frequently merge into each other. 

General paihological alterations arc those which depend on/ 
some general bodily disorder, such as fever, rajud waste of the 
tissues, anmmia, &c. Alterations of this class, although of 
great interest for the elucidation of general pathological dod^ 
trines, have very little symptomatic value; and it has not been 
shown that a particular knowledge of them in an individual 
case of disease, is capable of furnishing any information on 
diagnosis, prognosis, or treatment, Avhich may not be obtained 
more easily and accurately by other means, namely, by physical' 
examination of the organs, temperature-measurements, weigh¬ 
ing the patient, &c. 

Special pathological changes arc :—(«) those in which some 
new and unnatural ingredient is mixed wdth the urine—suCh 
as albumen, sugar, fat, cystine, blood, pus, fibrine, epithelial 
cells, spermatozoa, &c.; (6) those in-which some constituent is 
present in such unnatural proportion that tlie circumstance 
forms a leading feature of some particular’ disease—as the 
excessive quantity of water in diabetes, the excessive diminu¬ 
tion of urea in Bright’s disease, &c.; («) those In whicli some 
constituent is in an unnatural physical condition—thereby 
producing or indicating a particular morbid state—as in the 
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occurrence of uric acid, oxalate of lime, and earthy phosphates 
as urinary deposits or calculous concretions. 

In the present work, physiological and general pathological 
changes of the urine are only considered in so far as they 
possess some practical interest. The special pathological 
changes, on the other hand, are considered at length. 


II.—METHODS OF EXAMINING THE URINE—APPAEATUS 
EEaUIRED. 

An examination or analysis of the urine for clinical purposes 
is much more restricted in its objects than one which is 
designed for,original investigations. 

The ohjefet of the former is to ascertain those points, a 
knowledge of which, in a particular case, is found from pre¬ 
vious experience to throw a light on the nature, course, 
diagnosis, prognosis, or treatment of the disease. The object 
of &c latter is to obtain new and additional indications in the 
same directions; it embraces every conceivable information, 
and is consequently indefinitely elaWate. 

The subjoined scheme is of the former kind, and is suffi¬ 
ciently simple to be within reach of every practitioner. It 
requires only an elementary knowledge of chemistry, and 
answers nearly all the requiinments of actual practice. 

Tlie points requiring to be noted in an examination of the 
nrinc are— 

1. The general appearance and colour; clearness or tur¬ 

bidity ; presence or absence of deposit, and of extra¬ 
neous impurities. 

2. Odour. 

3. Ecaction. 

4. Specific gravity. 

5. Presence or absence of albumen; if present, an ap¬ 

proximative estimate of its quantity. 

6. Presence or absence of sugar: if present, an estimate 

of its quantity. • 

7. An estimate of the total quantity of urine in twenty- 

four hours. 
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If there be a deposit, it is necessary to note— 

8. Its aggregation and colour: whether it be amorphous 

or crystalline, light or heavy; the manner of its 
subsidence or precipitation. 

9. Its solubility or insolnbility by heat; solubility in 

nitric acid, in acetic acid, in liquor potassm; insoln¬ 
bility in both acids and alkalies. 

10. By the microscope :—absence or presence of crystals, 
their appearance and forar; of epithelial cells— 
renal or extra-renal; of blood disks; pus globules ;. 
spermatozoa; fibrinous cylinders; confervoid vegeta¬ 
tions, >.tc. 



Fk 3. 1. Aiiiiaratiia for iivinr-tostiiif;. A. Unno-prlass—Urpth, 5 ^ inches: iliamc-tcr, II 
iuch. 1). Urliionioter. C. Uuretto, fpriwlixaU'd iu graiiia. X). 200 gruiii lucsisuiv. 
13. Stand of tuine^tesis. 

■ The apparatus required consists of—■ 

1. Three or four urine-glasses. Fig. 1, A. 

2. Litmus paper. 

3. Urinometer. B. 

4. Half-a-dozen test-tubes. 
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5. Spirit-lamp. 

6. Nitric acid. 

7. Acetic acid. 

8. Liquor potassm. 

9. Liq. Ammon, fort. 

10. Drop-tubes and stirring rods. 

S’ 11. Prepared copper solution. 

J 12. Graduated burette. C. 

13. Two hundred-srrain measure. D. 

J* 14. Six-ounce gi-adnated mcasni'c. 

i 15. Small flask. 

Those may bo conveniently arranged together for use on a 
circular stand of two tiersj' as represented at E.* 

A microscope is, of course, essentially necessary. It should 
be provided with a first-class i-inch object-glass, and an eye¬ 
piece to magnify not less than 240 diameters. 

III.—EXTIUNKOUS MAXTEKS IX UEINE. 

It is important that the student should bo familiar with 
the appearance of certain extraneous matters which arc apt 
to find their way into the urine after emission, and to be mis¬ 
taken for urimny deposits. 

Colton Jihrett {^see Fig. 2, a.) have a flat limp appearance, iiro 
often folded' on themselves, usually with a darker-looking 
medullary part; sometimes they present the appearance of 
narrow glassy cylinders. They vary in breadth from to 
TTjTTo of inch. Flm films (h) are jointed at intervals, and 
have a round, solid a 2 ipcarance. Their broken ends arc usually 
tt)m into a brash of fibrilloe. When sharply bent they break 
witii a “ green-stick ” fracture. Woollen hairs (c) jrresent the 
appearance of hard cylinders, with fine transverse markings 
and slight serrations along their margins. From their elon¬ 
gated form and somewhat similar diameters these three objects 
are liable to be mistaken for casts of the uriniferons tubes. 

* This stand constructed for me by Mr. Payne, of the firm of Motters- 
head and Co., Market Place, Manchester, from whom similar ones may bo 
obtained, completely furnished, for the price of £2 2*. 'With the stand is 
supplied a printed card, containins directions for urine-testing. 
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The latter, however, are distinguished by their softer aspect 
and less defined outlint^ and they are never fibrillatcd at their 
extremities. 



Fro. 2.- EKtmnoonH inatiin'H fonnd in tirino. c. Cotton fibres. V. FIox fibres. 
c. Hairs. <2. Air e. Oil fjlolniles. / Wheat ftiarfli. p. Fotato st-iriih. 

li. ltico«>$tar<rhgrannies. Hi. Vcgetoble tissue. Jt. Mnseular fibres. ?. Feathers. 

A few air-bnbbles (d) are generally retained beneath the 
covering-glass of the microscopic slide, and are apt to puzzle 
students. If small, they are spherical; if large, irregularly 
flattened. They arc identified by their strong refraction*. 
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deeply-colom-ed thick borders and clear centres. Oil-globnles 
(e) are. sometimes present in urine as a morbid product, in 
which case they arc always very minute. More often they 
occur as accidental impurities : they may he derived from the 
use of an oiled catheter; from milk, butter, broths, and other 
articles of food ; from oily substances previously contained in 
the insufficiently cleansed bottle in which the urine has been 
conveyed for examination. Oil-globules have a less strongly 
marked outline than air-bubbles ; they appear flatter, and have 
generally a distinctly yellowish tint. 

From the xpuln may be introduced portions of bread, meat, 
fresh vegetables, as well as the cpitliclial lUhris of the oral 
cavity and air passages. Stank granuks find their waj into 
the urine from certain articles of food, or the use of tooth 
and cosmetic powders. Wheat and potato starch granules 
are recognised by their concentric lines and hilus {f g). Rice 
granules arc very minute cubical bodies {h). If the granules 
are ruptured by the operations of cookery (as in bread, pud¬ 
dings, gruel, &c.), they can no longer be identified by their 
forms, but a drop of iodine-water insinuated beneath thd cover¬ 
ing glass instantly strikes a deep blue colour with them. 
FoRcal matters may mingle with the urine by inadvertence, or 
they may find their way into the bladder through a fistulous 
communication with the intestines. Their presence is recog¬ 
nised by the food-remnants which they contain. At (i) and (i) 
are represented vegetable tissues and muscular fibres which 
were detected in the urine of a patient whom I saw with 
Mr. Jameson of Hey wood. The urine was not sensibly faecal 
to the smell; but the discovery of these structures in it 
proved decisively the existence of a naiTow communication 
between the bowels and the urinary tract, and threw a strong 
light on an otherwise very obscure case. Particles of soot arid 
sand, and other matters which may be designated as dirt, are 
of frequent occurrence. They are dark shapeless masses of 
various sizej, and all dissimilar. Any object of undefined 
shape, of which there are none similar to itself in the field, 
may almost \lrith certainty be set down as dirt. 
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IV.—CHANGES IN THE ITEINE ON KEEWNG. 

Tlie changes which take ]ilace in urine after emission are a 
frequent source of misapi)rcliension. Taking the reaction of 
the urine a.s a guide, these changes may be said to take place 
in two opposite directions, namely, towards e.xcessive acidity 
on the one hand, and towards alkalescence on the other. 

1. It has been found that healthy urine, when exposed to 
the air, undergoes a regular scries of spontaneous changes, to 
which Scherer* gave the name of acid vrinary fermenicdion. 
The main feature of this process is a progi’cssivc increase of 
the acid reaction. As a consequence of this, there usually 
occurs, first, a precipitation of the amorphous urates, then of 
uric acid, and often of oxalate of lime. Frequently, likewise, 
confervoid vegetations, either the mould or sugar fungus, make 
their appearance. The acidity goes on steadily increasing for 
some four or five daj’s, sometimes for a week or ten days, and 
afterwards begins to decline, as the urine passes into a state of 
jmtrefaction. It then becomes ojiaque from the development 
of myriads of minute linear particles (vibrios); the odour and 
reaction of ammonia, together with an offensive efiluvinm of 
putrescence, become perceptible. The amorphous urate deposit 
will now be found changed into dark round masses of urate 
of ammonia ; uric acid crystals give place to bright prisms of 
triple phosphate, and an abundant sediment of amorphous 
phosphate of lime sinks to the bottom of the vessel. The con¬ 
fervoid vegetations cease to grow with the change of reaction; 
and finally perish as the secretion becomes fairly putrid. 

But matters do not always pass thus. Urines of low specific 
gravity, or of low acidity, cither do not pass through this cycle 
of changes at all, or do so in a very imperfect manner. TJ^eir 
acidity undergoes no appreciable increase; and in a day or 
two, or even in a few hours, they become ammoniacal. 

The increased acidity which occurs in the progress of the 
acid urinary fermentation depends cliiefly on the generation 
of lactic ‘acid, partly also on the production of acetic acid. 
Scherer believes that the mucus of the bladder aeffe as a ferment 
on the urinary pigment, and transforms it into lactic acid. 

* Annalen d. Chemie und Pliarm., Band 42, p. 171. 
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Like other fermentive processes, this one is impeded or arrested 
by alcohol and by boiling ; also by removing the ferment (the 
vesical mncus) by filtration. 

2. The changes which take place in an opposite direction, 
that is, towards alkalescence, are much more prone to mislead 
than those just described. The transformation of urea into 
carbonate of ammonia (scs Reaction) is a frequent source of 
confusion in the examination of the urine. This transforma¬ 
tion is brought about with great rapidity by contact with 
any decomposing organic matter, especially by the contact 
of decomposed urine. The physical and chemical characters 
of the secretion are then so altered, that it is unfit for 
clinical examination, and should invariably be rejected, except 
in cases where the transformation takes place within the uri- 
naiy passages anti a more natural specimen is therefore not 
procurable. 

In consequence of those changes it is desirable to examine 
the urine within a few hours of the time of emission. Certain 
organic deposits are liable to be greatly altered, or altogether 
'destroyed, by an exposure of twelve or twenty-four hours, oven 
when the more obvious characters of the secretion have not 
undergone a perceptible change. Blood corpuscles, renal epi¬ 
thelium, renal casts, are very rapidly disintegrated, es[)ecially 
if the urine be of low specific gravity. On the other hand, 
pus, pavement epithelium, and sjiemiatozoa resist much longer 
without ciFacement of their microscopical characters ; and they 
may generally be recognised without dilficulty in urine far 
advanced in putrefaction. 
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PHYSICAL PROPERTIES OP THE URINE. 


I-ODOUll. 

T he natural odour of hcaltliy urine is faint and peculiar; it 
may bo described as urinom; it is due to the ])rcsenee of 
certain volatile organic acids. The addition of a mineral acid 
greatly intensifies, and to a certain extent modifies, the urinous 
odour. The sense of smell is a rougli test of the presence of 
ammonia, and of the freshness of the secretion, or the advent 
of putrefaction. When urine is alkaline from fixed alkali, it 
has a sweetish aromatic odour like that of tlie fresh urine of 
the horse or ox. In this way the smell of the urine comes to 
be a ready index of its reaction. 

Certain drugs (turpentine, copaiba, cubebs), and certain 
articles of food (asparagus, garlic) communicate iieculiar 
odours to the urine which lead to their immediate detection. 
Diabetic urine when fresh has a faint whey-like fragrance, and 
when fermenting it smells like sour milk. Urine containing 
blood or saniouB discharges from the genital passages emits a 
stale, ofiensive smell, like the washings of slightly tainted 
flesh. 

II.-COLOUE. 

The colour of the urine in health is a yellowish brown. It 
varies in intensity from the palest straw to a full amber. The 
study of urinary pigments is one of great inhereat difficulty; 
and it has been rendered truly intricate by the i^ultiplication 
of new terms by successive investigators, and the confounding 
of pigments produced by decomposition with those really pre¬ 
existing in the urine. 
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The colouring matters encountered in the urine may be 
divided into four categories, viz.:— 

1. Normal pigments of healthy urine. 

2. Pathological pigments due to disease. , 

3. Derived pigments due to docomjwsition of the normal 

pigments, or of certain colour-yielding extractives of 
the urine, especially in disease. 

A. Adventitious .pigments due to admixtures of bile, 
blood, hacmatin, pus, &c., with the urine, or to the 
administration of certain drags—logwood, rhubarb, 
sennti, santonin, &c. 

• 1. Nonml pigments of Jmaltlig urine. —Dr. Schunck’s investi¬ 
gations * have led him to the concision that the ordinary colour 
of nonmd urine is due to the presence of two substances 
having the properties of extractive matters. He has succeeded 
in separating these from one another, and from the other con¬ 
stituents of the urine. They liave then the appearahee of dark 
yellow syraps, being quite amorphous and deliquescent, with a 
peculiar, rather pleasant (not urinous) odour and a strong acid 
reaction which proceeds from the presence of organic acids 
resulting from their spontaneous decomposition. The dilute 
watery solutions of these extractives have exactly the same 
colour as urine itsclf.t 

The first of these extractives—which Dr. Schunck has 
named IJrim —is soluble in alcohol and ether as well as water. 
Its composition is e.xprcssed by the formula OsoHjiNOja, and 
does not vary. In a long scries of experiments made with 
urine obtained at different times and from different places. 
Dr. Schunck always found its composition the same. It is 
decomi)osed at a boiling temperature, yielding a large quantity 

* Proceedings Roy. Soc. 1867- 

+ These two substances together corrcsimnd to Holler’s urophoeinc, and con¬ 
stitute the normal pigment of the urine. Ziegler gives the following method 
of clinically estimating its quantity in urine. About 2 c. o. of concentrated 
sulphuric acid arc jiourod into a wide test-tube ; and about double the quantity 
of the urine to be tested is suddenly added and the mixture sharply shaken. 
The mixture asrumes a more or less dark brown, to a tar-black, appearance. 
The quantity of uropheeine is judged of by the depth of the coloration. The 
greatest quantity of uropheeine is found, according to Ziegler,'in breaking up of 
the lungs and cirrhosis of the liver. (Ziegler. Uroscopie, p. 27. Erlangen, 
1866 .) 
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of a brown resin and volatile organic acids. Its watery solu¬ 
tion becomes several degrees darker on the addition of sul. 
phuric or hydrochloric acid, and a brown resinous substance is 
gradually deposited. 

The second extractive he has named Urianine. Its formula 
is C:«H 27 N 0 ., 8 . This extractive is soluble in alcohol, but 
not in ether; it seems to have a great tendency to absorb fotu* 
additional equivalents of oxygen (OssHajNOa, = oxurianine), 
but without suffering any change in its phy’sical properties. 
Urianine is probably a glucoside, for by the action of acids it 
yields a brown powder, insoluble in water (uromelaninc), and 
the filtered liquid reduces the cupro-potassic test like grape 
sugar. 

Urian and urianine are both decomposed when heated for 
some time in the wsiter-bath, giving products which arc in¬ 
soluble in water. Watery solutions of both become several 
shades darker when mixed with dilute sulphuric or muriatic 
acid. 

Variations in the depth of the normal colour of the urine 
correspond generally with its degree of dilution (or watcri- 
ness), and concentration. Very pale urines are voided by 
patients suffering from diabetes, from anmmia and chlorosis, 
and during convalescence from acute diseases—^also by healthy 
persons after profuse drinking. Hysterical and nervous indi¬ 
viduals, after paroxysmal attacks, void a very pale urine. As 
a rule, pale urines indicate the absence of pyrexia. 

High coloured urines, on the other hand, accompany the 
febrile state, and any other morbid condition associated with 
rapid wasting of the tissues. Healthy persons void a similar 
urine after violent and prolonged muscular exercise and severe 
sweating. 

*The varying degrees of coloration of the urine have not as 
yet beqn made to yield much information of a practical value. 
Possibly this has been due to the want of an exact method of 
estimating and describing these variations. A first step 
toward this desirable object has been taken by ^ Vogel, wlio 
has published a standard scale of coloured plates, with which the 
colour of any particular urine can be compared. Vogel divides 
the tints exhibited by urines into three groups, each consisting 
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of three members. {Sf e Plate I.) The first group consists of 
yellow urines, embracing (1), pale- 3 ’ellow; (2), bright-yellow; 
(3), yellow. The second group consists of reddish urines, 
and includes (4), reddish-yellow ; (5), yellowish-red ; (C), red 
urines. The third group consists of Irown or dark urines. 
These are subdivided into (7), biwvnish-red; (8), reddish- 
brown ; and (9), brownish-black. 

In comparing the colour of a urine with the tints of the 
scale, the two following precautions must be observed, in order 
to obtain uniform results. If the urine be not absolutely clear, 
it must be filtered. Secondly, the urine must be examined by 
transmitted light, in a glass which is four or five inches in 
diameter. Lastly, it must be remembered that the scale is not 
adapted for the estimation of the adventitious pigments some¬ 
times found in urine, such as blood or bile ; nor does it exactly 
reproduce some of the pathological tints observed in disease.* 

2. PaiJiological 2 ii[/t)mits .—The most familiar of these is a 
reddish-pink pigment (purirarine of Bird, and uro-erythrine of 
Heller) which makes its appearance in various febrile and other 
complaints. Pnrjnirine has an intense affinity for uric acid and 
the urates, and when the latter are thrown down as a deposit 
it communicates to them a beautiful pink colour. Purpurine 
abounds in the urine of persons suffering from severe organic 
diseases, and especially organic diseases of the liver j it is like¬ 
wise present in all febrile and inflammatory urines. It is said 
to be abundant in poisoning by lead and other metals. 

3. Derived fngments. —Schunck has shown that the normal 
pigments of the urine are extremely susceptible of decomposition. 
All strong alkaline or acid reagents, and even simple boiling, 
are sufficient to change them: and there is little doubt that a 
considerable number of the substances described by previous 
writers as pigments pre-existing in the urine, were, either partly 
or wholly, products of such decompositions. Among thege may 

* The use of Vogel’s scale for the putiiose of estimating"the quaniity of 
pigment in the hrine is, I believe, imxiracticable ; and the statement made by 
him that all the ;iiine varieties of culo^^T form one continuons series, and that 
they “ may be considered as merely different degrees of dilution of one and 
the same pigment matter,” is certainly, according to my experiments, inexact. 
The real usefulness of the scale consists in the aid it gives to accurate 
description. 
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be enumerated the various broim and blackish resins of authors, 
the melnntc acid of Prout, the itrwmalin of Harley, and pro¬ 
bably the urochrome of Thudichnni. 

Tlie discovery of indiran (or a substance closely resembling it) 
as a normal constituent of the urine by Schunk, afterwards con¬ 
firmed by Carter, has thrown a strong light on the nature of 
some of the j)igments found in urine. This substance, which 
appears to be identical with the uroxanthine of Heller, imparts 
a yellow colour to the urine, and yields by decomiwsition two 
colours well-known in the arts, viz., indiyo-blue and indigo-red 
(uro-glaucine and un-hodiu of Heller). Indigo-blue is fre¬ 
quently seen in putrescent urines, forming glistening blue 
shreds and films on the sides of the glass and the surface of 
the urine. Occasionally it is obsciwed clinically. It was so 
noticed by Prout, who clearly indicated its nature and compo¬ 
sition. It is also probably identical with the cyanourine of 
Braconnot. In the highly ammoniacal urine of cystitis I 
have seen on two occasions the precipitate<l urate of ammonia 
tinted of a beautiful violet by indigo-blue. The quantity 
of indican in urine varies from a mere trace to a considerable 
proportion. Hitherto no clinical significance has been attached 
to its variations. 

4. Adventitious pigments. —In jaundice the colouring matter 
of the Mte is freely excreted by the kidneys, and communicates 
to the urine a colour varying from a saffron yellow to a dark 
olive-green. Bile-pigment in mine may be discovered by 
placing a few drops of the secretion on a white porcelain 
plate, with a few drops of nitric acid in juxtaposition. The 
two fluids arc brought into contact by inclining the plate: 
if bile be present a beautiful i)lay of colours— violet, green, 
and red is observed, which passes rapidly aw'ay. BKc- 
pigment appears in the urine before the skin is perceptibly 
discoloured: it also continues after the skin has attained its 
natural tint; so that its recognition is sometimes a useful 
warning of impending jaundice or a verification of a pre¬ 
existing jaundice. When a urine containing bilg is kept for 
some days, it sometimes changes to a grass-green colour from 
oxidation of the biliary pigment. 

Dr. Harley considers that the presence of the biliary acids 
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in the urine is characteristic of jaundice from retention of bile, 
as distinguished from jaundice arising from suppression of bile. 
For the detection of the biliary acids he recommends that a 
couple of drachms of the urine be poured into a test-tube with 
a small fragment of loaf sugar. Then about half a drachm of 
strong sulphuiic acid should be slowly added, in such a manner 
that the two fluids shall not mis. If biliary acids be present, 
there will be observed at the line of contact'o? the acid and 
urine—after standing a few minutes— a deep pwiph hue.* In 
a case of long-standing retention of bile from compression of 
the common duct by a cancerous growth of the head of the 
pancreas, which I saw with Dr. Hemy Simpson, only a brandy- 
red coloration of the urine was produced by the application 
of this test. 

Blood andyi'iw mixed with the urine communicate to it their 
appropriate colours. {See H.®MATtrRiA, HiEMATunjEiA and 
Pus IN UfilNE.) 

Certain medicinal wxA. poisonous substances administered in¬ 
ternally produce peculiar alterations of colour in the urine. 
Creasote, and the external application of tar ointment, have been 
known to produce a very dark, almost Ikich urine. In some 
cases of this kind which occurred in Guy’s Hospital, Dr. Odling 
identified the dark colouring matter with indigo-blue, and he 
pointed out the close chemical I’clations between indigo and 
creasote.t Marcet, Prout, and Bulk have also described cases 
in which a black colouring matter existed in the urine. In 
patients taking gallic acid a dusky hue is communicated to the 
urine. Vogel records an instance of black discoloration of 
the urine after poisoning by arseniuretted hydrogen. {See 
H.a5MATr!nJBlA.) 

RhutarT) given internally colours the urine a deep gamboge- 
yellow, which is changed to red by the addition of ammonia. 
Senna communicates a browirish, and hguOood a reddish tinge 
to the urine when administered as infusions. Santonin imparts 
a conspicuous orange-red colour to the urine if it be alkaline, 
and a rich golden yellow if it be acid. 

* Harlcjr on Jaundice, p. '61. 

t Bird’s Urinary DeiJOsits, SMt ed., p. 336. 
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III.—DENSITY OR SPECIFIC GRAVITY. 

Tlie specific gi’avity of the urine is estimated by means of the 
nrinometer. This instrument indicates whether the urine is 
concentrated or dilute; and as the range of health is very 
great, the density does not yield direct indications of disease ; 
nevertheless the information thus famished is in some cases of 
great importance and indicates at once the path of further 
research. 

The usual range of density in healtliy urine extends from 
1015 to 1025 ; but it frequently mounts above or sinks below 
these limits. After abundant potation on an empty stomach 
the urine is profuse in quantity, clear, and dilute as water. 
Under such circumstances the density may fall as low as 
lOOO'G, and numbers varying from 1002 to 1008 are common. 
Copious drinking on a full stomach has comi»aratively little 
immediate cflect on the flow of urine. Prolonged fasting 
renders the urine concentrated. How high it is possible 
for the density to mount in healthy individuals it is difiicnlt to 
say; but I have known it as high as 1036. With this very 
considerable range in health, caution must be exercised in 
drawing inferences from any unusual depression or elevation 
of the density in disease. If, however, the urine exhibit 
habitually, and especially in the morning before breakfast 
when the urine is naturally concentrated, a density below 1015, 
the presence of albumen in it may be suspected ; if the density 
persist at a still lower point—1005 to 1008—the existence of 
insipid diabetes is to be apprehended. After hysterical 
paroxysms in women, after similar attacks in men, and some¬ 
times in the apoplectic state, the urine is discharged in large • 
quantity and of exceedingly low density. In cases of stippres-* 
sioiFof urine from mechanical obstruction, the urine—if any 
escape pass the obstacle—is of remarkably low density. This 
peculiarity will be treated of more fuUy in a future chapter. 
{See Suppression op Urine.) 

On the other Imnd, a density above 1025, especially in a 
pale, apparently dilute urine, is strongly suspicious of the 
presence of sugar; and the higher densities, from 1035 to 
1060, belong almost entirely'^to saccharine diabetes. Yet 
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not exclusively so: the heaviest urine ever submitted to my 
examination, which had a density of 1065, did not contain a 
particle of sugar, but a very large quantity of albumen. 

A high density in a urine free from sugar indicates con¬ 
centration, and moi’e particularly a large per-centage of urea. 
In the febrile state there is an absolute increase of urea, 
uric acid and the sulphates in the urine, with a diminished 
elimination of water, consequently the specific gravity ranges 
high. The urine has also a high density when there is 
ripid wasting of the tissues, especially if there bo concur¬ 
rent sweating or diarrheua, in simple abstinence after profuse 
perspiration from any cause, and after excessive ingestion 
of ftitrogenised food without a corresponding use of aqueous 
fluids. 

From the density of the urine, a rough estimate may be 
formed of the pcr-centage of solid constituents contained in 
it; and if the quantity voided in twenty-four hours be known, 
the daily excretion of what may be called “ solid urine ” can 
be approximatively ascertained. Tables have been constructed 
on an experimental basis, exhibiting the quantity of solid 
matters jjer 1000 parts in urine of different specific gi’avities ; 
and formulse have been proposed by means of which the same 
result can be obtained by a simple calculation. Probably the 
most accurate, as well as the simplest foi-mula is that pro¬ 
posed by Trapp. According to this, if the two last figures 
of the sp. gravity are doubled, the quotient represents the 
amount of solid matters per 1000. A thousand grains of 
urine, sp. gravity 1020, would therefore contain 40 grains of 
solids. 

This method yields but rough approximations. If the urine 
'were a solution of a single substance, or of a number of differ¬ 
ent substances in a fixed proportion to each other, the rising 
and falling density would indicate accurately the varying 
strength of the solution ; but the urine is a fluid of complex 
composition, and its numerous constitutents vary every hour in 
their mutual proportions, so that the results obtained in this 
way cannot be regarded as exact estimates. Vogel took the 
trouble to inquire what are the precise limits of error in this 
method ; and he assigns them as follows: in healthy urines 
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there is a liability to error of yV or i; but in morbid 
urines, and especially those of. high density, the range of error 
may reaeh -J- and even -J-. With very multii)lied observations 
this method certainly yields results of jiractical value : and it 
is the only one whicli can be used by practioners generally. 
"Wlien more accurate results are required, resort must be had 
to the tedious but more exact method of evaporation to dry¬ 
ness, and weighing the residue. 

From a large number of observations by different physio¬ 
logists, Dr. Parkes estimates tlic mean discharge of solid urine 
in healthy men, between twenty and forty years of age, living 
on good diet, at 5)45 grains per day. 

IV.—QUAX'J'JTY OK THE URINE. 

Closely connected with the specific gravity, and holding an 
inverse relation to it, is the quantity of the urine. ■ Tlie mean 
daily discharge ranges, in liealth, between 40 and 50 fluid 
ounces. There arc, however, considerable diffei’ences between 
individuals. Tlie average for some persons is only 35 ounces 
a day •, for others as much as G7 ounces. Oscillations in the 
same individual on different days are also very considerable. 
The urine may mount to 70 or 80 ounces, or sink to 25 ounces 
within the limits of health. 

The flow of urine is essentially regulated by the quantity of 
fluid drank : controlled, however, in a most important degree 
by the pulmonary and cutaneous exhalation, and by the call of 
the system for water at the time. When the blood and tissues 
contain their full complement of water, any further potation 
results in immediate diuresis, whereby the superabundance is 
carried off. But when the organs and tissues of the body are 
craving for more wate^;, a large quantity may be drank with¬ 
out causing diuresis. The kidneys eliminate water in strict 
accordance with these conditions—it being an essential and 
important part of their function to regulate the aqueonsness 
of the blood.* 

* The experiments on which these and the remarks which follSw arc based, 
are folly detailed in wo pai>ers by the author—one in the memoirs of the 
Manoh. Lit. and PhU. Soc., 1858-9; and the other in the Bdinb. Med. 
Joum., March and April, 1860. 

c 2 
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There ip very great irregularity in the flow of urine from 
hour to hour as the conditions of its separation Tory. After 
prolonged fasting the urine may sink to drachms per hour; 
during sleep, likewise, the urine flows slowly—at the rate of 
about half an ounce per hour ; but after meals it lises to two 
or three ounces ; and after drinking abundantly on an empty 
stomach I have seen 26^ ounces secreted in an hour ; so that 
the stream of urine may run 85 times stronger at one time 
than another. It would seem, indeed, as if the kidneys (in 
health) supplied conditions of an almost mechanical nature, by 
which they were enabled to separate water at an almost un¬ 
limited rate—equal, at least, to the capacity of the gastric 
vessels to absorb water. 

When the mode of life is equable, and the meals are taken 
at regular intervals, the quantity of urine secreted at difierent 
periods of the day and night follows certain tolerably regular 
oscillations, as is shown in the following table, which is a fair 
sample of a very large number of observations :— 


BreaJefast at 8 ; dinner at 2. Sleej) from 11 to 7 a.m. 


Time of day. 

7-8 A.M. 

8-9 

9-10 

10-11 

11-12 

12-2r.M. 

Hourly rate. 

oz. dr. 

0 C 

oz. dr. 

1 0 

oz. dr. 

2 0 


oz. dr. 

1 7 

oz. dr. 

1 3 

Time of day. 

2-8 r.M. 

3-4 

4- 

-5 

5-0 

6-7 

7-9 

9-11 

11-7A.M. 

Hourly rate. 

oz. dr. 

1 2 

oz.dr. 
10 0 

oz.dr. 
2 3 

oz.dr. 
2 3 

oz.dr. 
2 9 

oz.dr. 
1 4 

oz. dr. 
1 0 

OZ. dr. 

0 4 


' A much closer insight into the varying activity of the 
kidney is obtained by comparing the quantity of solid i^ine 
excreted at different periods of the day. The solid matters 
are much more constant in their quantity than the volume of 
the urine, I which is liable to be greatly affected by potation, 
perspiration, &c. The annexed table contains the average 
results of oWrvations made during seven days, all consecutive 
except one. The solid urine was calculated from the sp. 
gravity in the manner explained in the preceding section;— 
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Time of day. , 

i 

Solid ITrino diseliarged 
per hour, iu gmius. 

Diet, etc. 

8- 9 A.M. ! 

29-27 

Breakfast ot eight; colleo or 

9-10 „ 1 

39-22 

tea, with meat and bread 

10-11 „ i 

44-34 

and butter. 

11-12 „ ! 

45-24 


12- 2 i-.M. 1 

41-43 


2- S r.Jl. 

38-69 

Dinner at two; meat, ])ota- 

3- 4 „ 

38-79 

toes, bread, cheese, water. 

4-5 „ 

41-21 


5-6 „ 

41-09 

(Xo solid food of any sort 

6- 7 „ 

49-01 

taken after dinner.) 

7- 9 „ 

47-44 

9-11 „ 

37-66 


11- 1 A.M. 

28-53 

• 

1- 7 A.M. 

15-53 

Honrs of sleep. 

7-8 A.M. 

17-75 

fl’i-olonged fasting iu the 
waking state. 


The table shows in an interesting manner the increase of 
the renal excretion after meals, and its diminution during 
fasting and sleep. The increase began within the first hour 
after breakfast, and continued during the succeeding two or 
three hours; then a diminution set in, and continued until an 
hour or two after dinner. The effect of dinner did not appear 
until two or three hours after the meal; and it reached its 
maximum about the fourth hour. From this period the 
excretion steadily decreased until bed-time. During sleep it 
sank still lower, and reached its minimum—^being not more 
than one-third of the quantity excreted during the hours of 
digestion. 

^1 the urinary ingredients appeared to partake in the 
increase after meals. The urea was found more than doubled; 
the uric acid more than trebled; the earthy and alkaline 
phosphates nearly doubled. 

The table shows that the vegetative functions share to some 
extent with the animal in the repose of sleep. 'The mean 
hourly discharge of solid urine during the waking hours, on 
the seven days of the table, was 33*14 grains; while the 
average of the hours of sleep was 15*58 grains, or less than 
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one half. This difference is not, of course, to be wholly attri¬ 
buted to the effect of sleep, inasmuch as, under the arrange¬ 
ment of meals, during this series of observations, the period 
of sleep was also a time of fasting. A more exact estimate of 
the effect of sleep alone is obtained by comparing the urine 
secreted during the hours of sleep with that secreted during 
liours of combined waking and fasting. If we take the two 
last hours before sleeping (from 11 to 1), and the first hour 
after waking (from 7 to 8), we shall find that the mean dis¬ 
charge of solid urine in these three hours was 23‘59 grains 
per hour, which is one-third more than the average of the 
sleeping hours. 

In drawing practical conclusions concerning any deviation 
from the usual volume and quantity of the urine, the following 
points should he home in mind. 

When the urine is unusually mintii, it should he ascertained, 
before ju'onouncing it a morbid phenomenon, whether the 
patient has abstained from li(j[nids above his habit, whether 
water has been clirainaied in excess by some other channel, as 
the skin or bowels. The urine is always scanty in cirrhosis of 
the liver; in some forms of Bright’s disease through their 
entire course; and in the last stage of all forms; in any con¬ 
dition of the heart which directly or indirectly causes passive 
congestion of the renal veins whereby the circulation tlirough 
the kidneys is impeded. In the early stage of acute Bright’s 
disease, the urine is very scanty, sometimes approaching or 
reaching total suppression. The same occurs in the collapse 
period of cholera. Partial or total suppression also occurs in 
the later stages of all organic diseases of the kidneys; and 
when any mechanical obstacle obstructs the flow of urine. A 
diminution of the urinary secretion Whiclr at all approaches 
suppression is of most serious consequence, and is soon fol¬ 
lowed by a formidable train of symptoms, which bring life to 
a termination unless speedily relieved. {See UufflMXA.) 

Tire flow of urine is abundant when the surface of the body 
is cool; also as a direct and invariable consequence of pota¬ 
tion, unless some of the conditions already mentioned 
intervene. 

In di^ase, the urine is discharged in excessive quantity in 
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two special maladies—diabetes insipidus, and diabetes mellitns, 
which mil be described in future sections ; also in the middle 
stages of atrophic degenerafion of the kidneys. Temporary 
excess of urine occurs after hysterical paroxysms, and certain 
other convulsive attacks in males and females. An increased 
tension in the arterial system, as in some cases of hypertrophy 
of the left ventricle, is associated with increased secretion of 
urine. It is a curious circumstance, that in several organic 
diseases of. the kidneys in which the renal substance is gra¬ 
dually destroyed (atrophic Bright’s disease, cystic degeneration, 
double hyiii’onephrosis), tlie volume of the urine is sometimes 
increased though the solid matters arc diminished. This 
appears to be an attomi)t on the ])arL of nature of a com¬ 
pensating character, to maintain, by excessive transudation of 
water, the depurating function of the kidneys under failing 
anatomical conditions. When at length the destruction has 
gone so far that this kind of compensation can no longer 
suflicc, symptoms of fatal suppression of urine rapidly super¬ 
vene. 


V.—SUPPllESSlOX OP UllIXE (ANURIA). 

Suspension of the secretion of urine arises under two dis¬ 
tinct classes of circumstances. (1.) It may arise from organic 
disease of the secreting tissue or from some disturbance in the 
innervation or vascular supply of the kidneys. These cases 
arc not dependent on any impediment to the outflow of the 
urine by its excretory channels, and I would propose to classify 
them under the designation of non-ohslfuclm svjpressioii. 
(2.) The secretion of urine may be suspended by the establish¬ 
ment of a mechanical obstruction in tlie ureter or in the peMs 
of the kidney. In these cases the organs themselves are not 
primarily at fault, but their function is arrested by the block¬ 
ing np of their excretory channels. These may be designated 
as cases of oislruciive sujipression. 

The two classes of cases contrast with each other not only 
in their determining cause, but also, most markedly, in their 
symptoms and course. Non-obstructive suppression rarely, if 
ever, proves fatal as a direct consequence of the suspension of 
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the secretion of urine, but through the general eifect of the 
shock and collapse which has produced that suspension. The 
cases run a very rapid course, eflding in death or in recovery 
in a few hours or a day or two. Suppression from obstruction 
produces its effects more,slowly; if it result fatally the termi¬ 
nation is delayed for eight or ten days or more. In both 
classes of cases the suppression is frequently not absolute; 
some small quantity of urine is generally voided, and the cha¬ 
racter of this urine is distinctive. In non-obstructive cases 
the urine is either high-coloured and concentrated, or it con¬ 
tains albumen and casts, which plainly indicate disease of the 
renal tissue. In obstructive cases, on the other hand, the 
urine which escapes past the obstacle is pale and watery, and 
devoid of albumen and casts. 


1. Umi-ohsirmik’ft Siipjircssmi. 

There is comparatively little known about this subject, and 
it merits a more extended study. 

In the terminal stage of chronic Bright’s disease, the urine 
is often suppressed for ten or twenty hours before death, 
probably from the destructive i)rocesB in the kidney having 
reached its extreme degree. 

In the earliest stages also of acute Bright’s diseasc-rlespe- 
cially in the scarlatinal form—the urine is sometimes sup¬ 
pressed for many hours or for a day or two. The return of 
the urinary flow is sometimes sudden and very copious, more 
frequently it is gradual. A similar suppression may occur in 
scarlatinal dropsy, which is unaccompanied by albuminuria. 
The following is a characteristic example;— 

%. child of seven had sichened with scarlet fever about a fortnight hefojo 
my visit. The athick was mild; and the patient entered on convalescence 
five days ago. Two days ago general anasarca set in, with vomiting and 
purging. The urine became scanty, almost to suppression. When I saw 
the child only two drachms of urine had 'been voided in tlie previous 
twenty-four hdhrs. It was of a deep saffron colour, and highly concen¬ 
trated ; it contmned casts, but not a trace of albumen. The pupils were 
strongly contiacted, and the tongue and skin were diy. There was vomit¬ 
ing and purging. TJnder the influence of blanket baths, a considerable 
amelioration in the general symptoms was produced; but in the two fol¬ 
lowing days only three ounces of a deep yellow urine wcio voided. On the 
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fourth day violent vomiting came on again, and loud pericaidial frictioii 
was heard. Duath took place next day—preceded by great restlessness, 
but without coma or convulsions. The totfd ijuaiitity of mine voided in 
the last seven days of life amounted to between six and seven ounces. No 
autopsy was permitted. 

Tile most remarkable examples of this form of suppression 
oceur in that state of system which is called shock or collapse. 
In the algide stage of cholera and yellow fever the urine is 
frequently suppressed for twenty or thirty-six hours. The 
return of the flow is generally gradual; the first portions oi 
urine being scanty, high-coloured, and containing blood and 
albumen. 

All tyjies of violent fever and inflammation arc liable to be 
complicated with suppression of urine. And a similar effect 
may attend an over-dose of turpentine or poisoning by the 
mineral acids and other iiTitants. 

Suppression also is a common attendant on the shock and 
collapse following serious internal injuries, such as rupture of 
the bowels or of the liver, spleen, or uterus. 

The kidneys appeal’ peculiarly sensitive to injuries or 
violence applied to the urethra, and raiiidly fatal collapse with 
suppression of urine has been known to follow slight opera¬ 
tions on the urethra or even the passing of a catheter. I re¬ 
member an instance in which death in twenty hours—with total 
suppression—followed catheterism in an old case of stricture 
where instruments had been repeatedly used before without any 
ill effects. The only post-mortem appearance of consequence 
was intense congestion of the kidneys. Sir II. Thompson 
mentions a case in the last edition of his work on Stricture, in 
which a man with old-standing narrow stricture died fifty-four 
hours after the passing of an instrument which had bean 
ustd at least a hundred times before. No damage whatsoevci- 
was found to have been inflicted on the urethra. Rigors and 
vomiting commenced about an hour after catheterization, and 
not another ounce of urine was secreted from that time until 
death. In this case the kidneys were found congested to tai 
extraordinary degree, but no sign of inflammation existed in any 
part of the excretory urinary apparatus. Similar consequences 
have been known to follow Holt’s operation for stricture. In 
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Mr. Fayrer’s case rigors and vomiting ushered in collapse with 
total suppression of urine and death in thirty-six hours.* 

The pathology of these cases is very obscure. The imme¬ 
diate cause of the suppression would appear to be intense con¬ 
gestion of the kidneys. Disturbance of the innervation of the 
organs is probably the primary cause and, possibly also in 
many cases, the direct cause of the suspension of the secretion. 

Death is too rapid to be due to the non-elimination of the 
urinary excreta. The suppression, in fact, is only one among 
the many phenomena of fatal collapse. 

In the way of treatment there is nothing equal to the hot 
bath. In many eases the relief is both striking and prompt; 
the flow of urine being sometimes restored while the patient is 
actually immersed. The effect may be kept up by hot mustard- 
and-meal poultices to the loins. Hot gruel enemata are also 
useful. Medicines by the mouth can rarely be administered 
on account of the incessant vomiting. 

2. OhslrucUve Suppression. 

The most common case of obstructive suppression is the 
impaction of a stone in the ureter of a person who has only 
one kidney^ or, at least, only one capable of secreting urine. 
Sometimes one of the kidneys is congenitally absent; or it 
has been permanently disabled at some preceding period of 
life by the lodgment of a stone in its ureter, or by some other 
accident or disease. In such a case the passage of a stone 
into the ureter of the surviving kidney would, of necessity, 
produce complete, suppression of urine. The next most 
common case is the blocking up of the teiminal portions of 
the ureters by the progi’ess of a morbid growth, involving the 
base of the bladder. The less frequent cases depend on sqmc 
congenital malformation of the ureters, or of the renal arteries, 
whereby an impediment is constituted to the outflow of urine. 
This may be slight at first, but in process of time it becomes 
progressively greater, until at length it arrests the secretion of 
urine. Examples of these three modes of obstruction will be 
found among the following cases. 

* See a paper by W. M. Banks on nrethral fever, in Edin. Med. Jonm. for 
June, 1871. 
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A case of suppression from obstruction seldom readies a 
fatal climax without some urine having been voided during 
its course—it may be a few ounces, or it may be a fcAV pints. 
The character of this urine is very remarkable. Instead of 
being high-coloured and concentrated—as one would expect 
under such circumstances—it is pale and watery, and of very 
low specific gravity. It may accidentally be coloured by 
blood, but it is defective in the proper urinary pigment, and, 
as a rule, is free from albumen. 

This peculiarity depends on the physical conditions under 
which the urine in these circumstances is secreted. In order 
to understand the matter clearly, it will be necessary to call to 
mind the mutual relations in health of the blood circulating 
in the renal arteries and the urine newly secreted from it, and 
flowing down the uriniibrous canals. In the normal state, 
the limiting membrane intervening between the blood circu¬ 
lating in the Malpighian tufts and around the convoluted 
tubes on the one hand, and the urine in the uriniferous canals 
on the other, is subject on the side of the blood to a consider¬ 
able pressure, namely, the lateral pressure within the arterial 
system; while on the other side there is no counter-pressure 
a,t all so long as the escape of urine is free. 

This inequality of pressure, as wus first suggested by 
Ludwig, and afterwards, experimentally proved by Hermann,* 
is a capital factor in the production of the urine. Hermann 
(operating on animals) found that when the pressure within 
the renal artery was lowered, the flow of urine was proportion¬ 
ately diminished. He tested this jwint in two ways. In the 
first set of experiments he lowered the blood-pressure in the 
kidney by contracting (by a clamp) the calibre of the renal 
artery. In the second set he created a counter-pressure in flie 
uriniferous canals by impeding the flow of urine by means of a 
column of mercury communicating with the ureter. By tliis 
latter method he exactly imitated the condition produced when 
the ureter is blocked up by a stone, or some other mechanical 
obstruction. Hermann found that a pressure in the ureter of 
10 millimetres of mercury (0‘4 inch) caused a sensible diminu¬ 
tion in the flow of urine ; this diminution went on increasing 
* HenI6 and Heufer’s “Zeitschrift,” 1862, p. 1. 
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up to a pressure of 50 millimetres; and with a pressmre of 60 
millimetres of mercury (2*4 inches) the secretion of urine was 
altogether arrested. In these experiments the specific gravity 
and coloration of the urine are not alluded to, but it was 
uniformly foulid that the per-centage of urea progressively 
diminished as the pressure in the ureter increased. 

Basing our deductions on the clinical facts to be presently 
adduced, and on the results obtained experimentally by Her¬ 
mann, we may assume that a mechanical obstruction in the 
ureter will inevitably produce the following series of events :— 
As soon as the obstruction is established the urine begins to 
accumulate above it; the accumulating urine determines an 
upward pressure first in the ureter, then in the pelvis of the 
kidney, and ultimately in the nriniferous tubes. As the urine 
goes on accumulating, the pressure within these channels neces¬ 
sarily increases, until at length the pressure so created is 
Buificiently great in the nriniferous canals to counterpoise the 
pressure within the renal blood-vessels. When this point is 
reached the secretion of urine is arrested and total suppression 
ensues.* If, again, the obstruction be not altogether complete, 
and there be room for some urine to escape past the obstacle, 
the urine so escaping will have been secreted under a. high 
pressure within the nriniferous canals, and its constitution will 
be found thereby materially altered; it will be veiy pale, 
watery, devoid of its proper colouring matter, poor in urea, 
and of low specific gravity. It may, indeed, be tinged with, 
blood, but this is an accidental circumstance. 

Another point with regard to the urine in obstructive sup¬ 
pression is the irregularity of its times of emission. In nearly 
all the cases observed this is a marked peculiarity. One day 
there will be a discharge of urine, the next day none, or 
perhaps none for two or more days, and then again a return 

* In retetiUon of urine the ohstmetion is situated helow the bladder—in 
the urethra ; and the physical conditions are essentially different from those 
of an obstruction in the ureter—on account of the enormous distenubility of 
the bladder which permits the urine to 'accumulate in that viscus, and thus 
prevents the pressure extending immediately up the ureters. But this dis- 
tcnsibility is not, of course, unlimited, and a time must arrive—if life con¬ 
tinue and the olxstruotion be not overcome—when the effects of the block are 
felt in the ureters, and then mppreasion of urine is superadded to retention. 
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of the flow, and again an arrest. This point will be again 
adverted to. 

The long delay of characteristic symptoms is also a striking 
circnmstanca When even the suppression is absolute, seven 
or eight days elapse before the special symptoms of nricmic 
poisoning make their appearjince, but when these do ap]icar 
the end approaches rapidly, and death is not delayed beyond 
two or three days. Up to the rise of the proiwr nrsomic symp¬ 
toms the condition of the patient is as a rule, wonderfully calm 
and free from distress. There may be more or less gastric 
disturbance and insomnia, and declension of the muscul.ar 
strength, but the functions generally proceed tranquilly, and 
the intelligence is undisturbed. 

The most distinctive and invariable of the special uncmic 
signs are muscular twitchings. I believe that these arc never 
wanting. Contraction of the pupils is also a constant sign, 
but later in its development than muscular twitches. liapidly 
increasing muscular weakness is also constantly witnessed, and 
as this invades the respiratory muscles the breathing becomes 
markedly slow, panting, and laborious. .The tongue and jmlate 
become quite dry in the two or three last days. The cerebral 
functions are much less involved than might be expected. 
There is increasing drowsiness, with short, fitful snatches of 
sleep, and a little rambling delirium, but absolute coma rarely 
supervenes, and convulsions are quite exceptional. The intel¬ 
lect is more commonly preserved to the last, and in more than 
one instance the patient has spoken sensibly the instant before 
death. Diarrhoea (unless produced artificially) is quite excep¬ 
tional, so likewise is excessive vomiting. There is not any 
dropsical symptom.* The skinis commonly moist, often sweat¬ 
ing profusely. There is never any ammoniacal or urinons 
oflonr from the breath or skin, nor from the body after death.t 
The power of taking food varies: as a rale it is moderate up 
to an advanced stage, but complete anorexia comes on a day or 
two before death. 

There are some other points relating to the morbid anatomy, 
the survivorship and the treatment, which will be more con- 

* For an exception to this rule see Case 10 fnrtiier on. 

t This Ecems a point of distinction from retentioii of nrine. 
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Yeniently noticed in [the way of comment on the particular 
cases to be now described, or in the concluding part of the 
section. 

Case 1.—A man, rot. 07, who twelve years heforo had suffered from 
symptoms of renal colie, hut Iiad not passed any stone, was attacked about 
six weeks before his death with symptoms of left renal calculus, with 
frequent micturition and pains in the loft loin, &c. A fortnight before his 
death, after a long walk, he felt a sudden aceess of intense pain in the left 
loin. This continued in great severity for four days, and was accompanied 
with very frequent and scanty micturition. At the end of these four days 
the uiine became altogether suppressed, and the pain ceased a few hours 
after. On the thiiil day of complete suppression 1 saw the patient. He 
hod absolutely no symptoms refenihlo to the sus])endcd urinaiy function ; 
he was calm, free from pain, also from nausea and vomiting, without 
desire to void urine ; jmlsc 80; tongue clean ; skin dry ; he had had no 
sleep for two nights. Ho was ordered a wann hath, a saline mixture, and 
to have the course of the left ureter well kneaded with the aid of a lini¬ 
ment. Next day (fourth day of suppression) he jia-ssed a jiint of pide, 
limpid urine ; ho had perspired fi-eely and .slejit some hours. On ladpa- 
ting the renal regions the right was felt to be Hat and empty, contrasting 
with the left which presented its natural roundness and sense of resistance. 

On the next day (iifth) twelve ounces of urine were voided. It was 
clear, almost colorless, sp. gr. 1010, not albuminous, and contained 1 ’02 
grains of urea per ounce. There was anorexia, thirst, nausea, and occa¬ 
sional vomiting, a slight sense of mental confusion, but no actual delirium ; 
pulse 80 ; respiration 24. 

On the following day (sixth) the s.amc symptoms continued, with intense 
restlessness and insomnia. Sixteen ounces of colourless nrinc were passed, 
sp. gi'. 1011, containing 2'08 grainsof urea per ounce. Tlic following new 
.symptoms also showed themselves—dryno.ss of tongue at tip, contraction 
of pupils, and occa.sional hiccough. In the evening of this diiy six more 
ounces of limpid urine were voided ; sp. gi’. 1011 ; temperature in axilla 
98-6°. 

()n the afternoon of the next day (seventh) a great change for the worse 
was observed. Pulse 80, iiTcgular; rc.spiration £0, laboured, long-drawn, 
interrupted : tongue dry and brown; frequent muscular Switches all over 
body; patient indifferent and drowsy, but answering questions intelli¬ 
gently ; no mine for the last eighteen hours. 

Death took place thirty-six hours after the last visit—exactly nine aad 
a half days from the commencement of the suppres.sion. The symptoms 
during this last jieriod, as observed by Mr. Mellor, with whom I saw the 
case, were—^increasing laboriousness and slowness of the respiration, which 
assumed a panting cluu-acter; do^^ening indifference, but still he answered 
“yes” and “no” to questions addressed to-him, though slowly and nn- 
willingly ; pupils contracted to pin’s iioints; finally complete coma. There 
was a doubtful convulsive seizure immediately before death. 

Aviopty. —Strong rigor mortis ; body well nourished and quite free from 
urinous or ammoniacal odour. All the organs healthy except the kidneys 
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and ureters. The right Icidney was wholly converted into a fibrous mass, 
studded with cysts, and weighed two a,iul a half ounces. The correspoml- 
ing ui-eter was unpervLous throughout, and changed into n fibrous cord, 
which was thickened about the middle to double its width. This thickened 
part was solid and fibrous like the rest. No .stone existed in any part of 
the ureter or kidney, but it was conjectured that the thickened jiart of the 
ureter had been the sent of an obstruction, and that the stone, or what¬ 
ever object had constituted the obstruction, had been subsequently removed 
by absoi'jitiou. 

The left kidney was much enlarged, it weighed ten ounces, and, on 
•section, appeared dark and intensely congested. The ureter W’as as thick 
ns a goose-quill, and distended with urine. At its lower jinrt were found 
three little oxalate-of-limc calculi about the size of henip-secd.s, and 
weighing altogether one and a half grains. One of these was tightly im- 
jtaclcd in the terminal jiart of tho ureter, wheju it passes through the coats 
of the bladder; tliis was the cause of the obstruction. The Iluid im- 
jirisoned in the ureter amounted to three drachms, and consisted of grumous 
bloody urine. The jielvis of the kidney was only slightly dilated, and con¬ 
tained about two drachms of bloody urine. 

The bladder contained about six ounces of pale dilute urine ; its coats 
wore hcaltlly. 

The course of events in this man appears to have been the 
following :—About a month before the jiatient came under 
observation, three small calculi, which had been previously 
lying harmlessly in one of the infundibula, were dislodged, and 
fell into the pelvis of the kidney. Here they sojourned some 
four weeks, causing pains in the left loin and frequent mictu¬ 
rition. At the end of this period they suddenly entered the 
ureter, and for four days, amid great suffering, continued their 
descent to its lower part. Here the foremost calculus became 
impacted, the pain ceased suddenly, the passage of urine was 
blocked up, and suppression ensued. Had the opposite kidney 
been intact no serious consequences would have followed. The 
healthy kidney would have become proportionately hypertro¬ 
phied and performed double duty. But the right kidney wa,®, 
bj» an untoward coincidence, practically non-existent. It ihad 
itself, as may be conjectured, many yeai's before passed 
through a train of events similar to that which had now extin¬ 
guished the activity of its fellow.'^^. 

The suppression of urine in this case lasted nine days and a 
half. During the first three days the suppression was com¬ 
plete. • Then followed a period of four days, during which an 
aggregate quantity of fifty-four ounces of urine were voided^ 
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Finally, in. the last two and] a half days no niinc was passed 
but six ounces were found in the bladder after death, makin 
a total of sixty ounces of urine secreted in nine days and 
half. This seems at first sight a not inconsiderable quantity, 
and causes surprise that, suppression being so incomplete, life 
was not longer maintained. But on closer inquiry the sup¬ 
pression proves to have been more complete than at first 
appeared. The urine discliai-ged was exceedingly dilute, its 
sp. gr. ranged from 1010 to 1011, and its proportion of urea 
was only about two grains per ounce ; this gives a total weight 
of urea excreted in nine and a half days of only 120 grains, 
which is less than one fourth of the normal amount for a 
single day. 

Case 2.—A very stout, tall man, ii>t. 59, suffered four years before from 
symptoms of tlio passage of calculi from tlio left kidney. Two small uric- 
acid stones were passed after several weeks of suffering, aiw^tlien the 
symptoms subsided. 

After fom' years of good health tho patient was seized one moniing, 
without assignable cause, with sudden pain in the right loin and urgent 
desire to pass water. The jiaiii and urgency of micturition continued until 
the afternoon, and small quantities of bloody mine, amounting altogether 
to about half a jiint, were voided at short intervals during the day. Tho 
stonwch was irritable tlwoughout tho day. Towards evening the flow 
of urine ceased entirely and tho pain diminished. 

I saw the jiationt for the first time about fifty hours after the commence¬ 
ment of the suppression, with Mr. Grindrod, of New Mills ; and 1 visited 
him doily until his death, which took place nine days and a few hours 
after tho arrest of the. urinary flow. During this ireriod Ije only voided 
urine once, namely, two ounces on the fourth day, and none was found in 
the bladder after death.' This specimen of urine was quite characteristic 
of obstractivo suppression. Its sp. gr. was 1010 ; it contained a little 
bloml and a slight corresimnding trace of albumen. When the blood- 
coipuscles had sub^ded, the urine had a pale straw colour, and the deposit 
contained, besides blood-disks, a large number of epithelial cells of a tisn- 
sitional character, resembling those of the pelvis of the kidney. 

Tho case, which was closely watchbd throughout its couree, presented 
a typical e.vample of death from puiv anuria. Dr. Garrod was tele¬ 
graphed for from London, and joined our consultation on the fifth day of 
suppression. 

For the first six days the symptoms were marveUonsly slight, and 
yielded but taint indications that one of the capitid functions of the body 
was in absolute abeyance. The muscular strength had indeed declined, 
and thMle^p was bad, but the patient was calm ; his tongue, skin, and 
pupils were natural; there was little nausea and no vomiting after the 
fourth day .; the intellect was unclouded ; there was not the least urinous 
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or aiiunoniacal odour about tbo breath or sweat; the pulse was steady, at 
about 72, the respirations 24, and tho temperature scarcely varied from 
the normal limits. There was no desire to make water, scarcely any pain 
or tenderness in the right loin, and he continued to take a fair amount of 
nourishment. On the seventh day the characteristic symptoms of sup¬ 
pression began to show themselves. On this day occasional slight twitch- 
ings or pluckings of the muscles wer4 observed on the trmik and limbs, 
and the tongue began to be dry. The insomnia, which had been a marked 
symptom from the first, became verj' distressing; ho dozed frequently for 
.short periods, and started on falling asleep and awaking. He took 
uourisltment fafrly, and had no vomiting or thirst, and only very slight 
.and transient nausea. 

On tho eighth day the patient was still calm and quite free from mental 
confusion or indiflerence when fairly awake, but when left alone he was 
<!on.stantly falling olf into a fitful doze, and awaking «ith a start. The 
muscular twitchings wore more marked than yesterday, and the muscular 
weakness had increased greatly ; nevertheless he was up and dressed in 
his bedroom for an hour and a half. Tho pupils were natural, and he took 
his food pretty well—a quart of milk, some cocoa, bread and butter, and 
rice pudding. The skin had acted profusely from the beginning in re¬ 
sponse to waiTO baths. No nausea or vomiting. A peculiar panting 
character of tho respiration was noticed to-day, which became more and 
more qirouounced until liis death. The temperature also began to fall. 

On tho ninth day the p.-itient’s condition changed greatly for the worse. 
The insomnia and restlessness were most distressing; the twitchings of 
the muscles very frequent and severe ; the tongue and mouth were perfectly 
diy; the pupils were decidedly contracted, though still sluggishly re.spon- 
sivo to light; thirst was troublesome, and tho appetite quite gone ; the 
weakness was so great that he could not walk without tho help of two 
.-issistants ; his legs had to be lifted into the bath. There was no persistent 
nausea, but he vomited after a compound jalap powder. Although his 
intellect was clear when ho was roused (ho transacted some business with 
his lawyer), there was marked indifference when he was left undisturbed, 
and he lapsed at once into a dozy state, lying with his mouth open and 
jaw half dropped, breathing qiantingly with long pause between expiration 
and inspiration. • . 

On the tenth day, at one p.ra., the patient died, having lived for a little 
more than nine whole days from the onset of the suppression, and having 
voided in this interval oiily two ounces of a very dilute urine. 

Tub incidents of the closing scene were very distressing. The weakness 
increased rapidly; the night was most restless ; the patient was constantly 
getting up to have a stool, but voided nothing except a little mucus. The 
thirst, dryness of the mouth and the musculai’ twitchings went on increas¬ 
ing. At six a.m'. the breathing became very embarrassed, threatening 
suffocation. He asked to bo instantly raised on the aide of the bed into a 
sitting posture. He then belched up a huge quantity of flatus, and was 
thereby much relieved in his breathing. After a couple of hours be lay 
down again, but with his head raised. The power of his legs was now 
quite gone; he said he could not feel them. At nine o'clock flie pulse was 
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80, respirations IS, vary laboured and inton-upted. The pupils wore 
strongly contacted. The twitchiugs were incessant all over the body and 
limbs. The breathing becoming again more embarrassed, he was lifted on 
the side of the bed, and finally into his arm chair. His strength failed 
now more and more, and the breathing became more and more difficult, 
and the uneasiness and distress iucrciised, dozing and starting incessantly. 
He remained in his chair until om; o’clock, when he began to slide off, and 
while about to be assisted up again, he asked to have his hands rublred, 
and suddenly fell back dead. Thorii was no coma or convulsions through¬ 
out. He appeared to wander at times tlirough the night, but when his 
attention was roused, he showed unshaken consciousness and intelligence 
to the end. The character of his breathing in the last few days was pecu¬ 
liar, and became increasingly so as death apirroacheil. The inspiration 
became moio and more prolonged and laborious, and e.\piration shorter 
and more panting, with a lengthening pause between. The respirator}' 
difficulty, which app«!ared to be the immediate cause of death, evidently 
arose from the dimmishing jmwer of the inspiratory muscles. 

The post-mortem examination was confined to the abdomen. All the 
organs were healthy, exc.ei)t the kidneys and ureters. The ng/tt kidney 
was enlarged and weighed 11 i, oimces. Its surface was dotted here and 
there with numerous black blood-spols ; but the gener.il appearance both 
on the surface and on section, was pale mottled, decidedly anceniic-looking. 
It contrasted .strongly with the dark, almost black congested kidney found 
in Case 1. The pelvis and undci- were not in the least dilated. They 
contained about two teaspoonfuls of blood-.staincd urine. A small uric- 
acid calculus was found tighfly impa<-ted in the lower part of the ureter, 
iust above its cntinuce into the bladder. It was alrout the size and shape 
of a hemp-seed, and weighed I J grains. 

The left kidney was found completely destreyed. It was hollowed out 
into a lobulated sac, about as large as the healthy kidney. On cutting it 
open there csc.a]«'d about five ouuoe.s of lur opaque white fluid, exactly 
resembling now milk. This singular-looking fluid retained its milky ap- 
^Kjarance, even on long standing; it was found to consist of myriads of 
needles of urate of soda floating in a liigbly albnniinous serum. The sac 
wall consisted of a tough leathery tissue, from one to two linos in thick- 
ircss, quite devoid of any recognisable renal structure. The canse of this 
mischief w<is found at the entrance into the ureter, where the channel was 
completely blocked up by a urb-.-acid stone, weighing 52 grains. The rest 
•of the ureter was pemous and normal. 

The bladder was empty and healthy. The body generally was perfectly 
sweet and free from any urinous or ammoniacal odour. 

The pathological story of this man’s case was easily read even 
during life, and only a few details were left to be filled in at 
the autopsy. The left kidney was destroyed four years before 
by the impaction of a calculus in its ureter. Tlie right kidney 
then became hypertrophied, and performed double duty in a 
perfect manner until another calculus blocked up the right 
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-ureter. Then the secretion of urine was suddenly and perma¬ 
nently arrested, and the patient destroyed in less than ten 
days. 

In reviewing the symptoms in this case it may he observed 
that insomnia and progressive failure of the muscular strength 
marked the entire course of the case. A certain disturbance 
of the stomach and slight febrile movement set in when the 
stone was impacted in the ureter; but these passed away after 
the fourth day. A fair amount of nourishment was taken up 
to the eighth day, after which the power of taking food 
almost wholly failed. The movements of the pulse, respira¬ 
tion, and temperature, may be seen by a glance at the follow- 


ing table 

I’ttlse. 

EeF-iiiralion. 

Tcmi’sraturo. 

Third day 

. 72 

— 

— 

Fourth day . 

. 72 

24 

100 

Fifth day . 

. 72 

24 

90-7 

Sixth day 

. 72 

24 

99-7 

Seventh day 

. 7C 

20 

98'(> 

Eighth day . 

. 7(1 

22 

98-2 

Ninth day 

. 7G 

20 

97-4 

Tenth day . 

. 80 

15 

— 


The pulse remained almost stationary, but w’ith a slight 
tendency to increased frequency. The respiration showed a 
tendency to diminished frequency, esjjccially toward the last. 
The temperature manifested a steady tendency to diminution, 
especially as death approached. This, I believe, will be found 
to be the general rule in uraemia. Muscular twitches were first 
noticed on the seventh day. At first they were slight and 
infrequent, but they became'more and more frequent and 
severe as the case approached its termination. The faculties 
were clear to the last ga.sp; there existed, however, in the last 
three days a constant tendency to lapse into indifference, with 
fitful dozing and starting, when the patient was left undis¬ 
turbed. The pupils did not show decided contraction until 
the ninth day, and dryness of the tongue and mouth became 
a marked feature on the same day. 

This case and Case 1 illustrate a noteworthy point, in the 
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morbid anatomy of obstructive suppression. In both of them 
it is noted that the ureter above the obstruction, and the pelvis 
of the kidney, although moderately filled with stagnant urine, 
were not materially dilated or enlarged. Those examples of 
monstrously enlarged ureter and pelvis (sacculated kidney or 
hydronephrosis), which are often witnessed as the effects of 
obstruction in the ureter, are produced by slow degrees, and 
must be regarded as a growth rather than a simple dilatation. 
Indeed, the ureter and renal pelvis ap^rear incapable of that 
rapid dilatation which we are familiar with in the bladder. 
This consideration enables us to explain how two different 
results may follow one and the same cause, namely, obstruc¬ 
tion in the ureter. When the obstruction is suddenly esta¬ 
blished and is at once complete, the consequence is not 
enlargement and sacculation, but atrophy of the kidney and 
ureter. When, on the other hand, it is slowly established 
and is incomplete, it produces hypertrophic dilatation of the 
ureter and pelvis, and eventually sacculation of the kidney oi’ 
hydronephrosis. 

Cask 3.—A man, o’t. 40, liad suffered three months hefoTO from symp¬ 
toms of remd colie on tlie side, and voided some small ealeuli. lie 
soon recovered iron tins attack, and went iihout Ins business in his usual 
health, until throe ivocks before his deatli. Ho then bcKon to suffer from 
piin in his left loin which <ontinned for a fortnight. During this period 
the urine was voided in npjiarcutly the usual (piantitj', but his wife noted 
that it liad entirely changed its character. Ilefore it had been high 
colonrod, but nowit became “clear as water.” At the end of the fortnight 
complete suppres-sion of urine came, on, and death ensued in five days. 

I only saw this man once, on the day before his death, in consultation 
with Mr. Kdwards, of this town. He was then in a state of full uimmic 
intoxication—impihs contracted to pins points—muscular twitchings uni¬ 
versal over the whole liody—breathing panting, slow, and interrupted— 
' tongue and mouth quite dry. He was very restless, and almost indifferent, 
yet he answered questions sensibly when roused. He died next day Mth- 
ont coma or convulsions; he simkc sensibly half an hour before his death. 

Autnpgi) next day. Tlie body was quite free from urinous or ainmoniacal 
odour, and liealthy in every part except the urinary organs. 

The right kidney, which was about the normal size, was hollowed and in 
process of atrophy ; the cortical substance alone partially remained, and 
this was pale and wasted. The infimdibula were moderately distended, 
and contained about an ounce of pale fluid, which was lost. The right 
ureter was plugged up at its commencement by an elongated uric-acid 
stone w,pighing twenty-two and a half grains. Another little stone as big 
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as a hemp-seed, lay in one of the infuudibola. The ureter below tlic plug 
was normal. 

The Itfl htdiuy was much enlarged, but healthy. It had the mottled 
apj)earanne of the right kidney in Case 2. Three little uric-acid calculi, 
like ilattencd mustai'd-seeds, lay free in the infundibula. The ureter and 
jiclvis were moderately distcndixl with fluid ; the ureter a}>pearing about 
he size of a crow-cjuill. On slitting it open superficial abiiisions were seen 
along its entii'c track, showing the footsteps of a descending caletdus. 
Hear the bladder tiiis calculus was found, at the termination of the ureter. 
It slipped into the bladder during the manipulations. It was a round uric- 
acid stone os huge us a small jraa, and weighed one and a half grains. 

The bladder was empty and liealtliy. 

.Though tliis case was seen but once, the diagnosis pre¬ 
sented no difiBculties. The course of events was evidently as 
follows:—Three months before the fatal attack tlic right 
ureter was plugged by a calculus, the function of the right 
kidney was thereby permanently extinguished, and the organ 
at once passed on to a state of atrophy, which was nearly 
comi^lete at the time of death. The left kidney then took up 
the double duty, and became proportionately hypertrophied. 
The calculous tendency, however, was not arrested, and about 
three weeks before death a small calculus j)assed into the left 
ureter. It continued to descend, amid much suffering, for 
about a fortnight, causing partial suppression of urine. The 
urine voided during this period had the special chai'acteristic 
of urine secreted under iwessnrc from below, i.e. it was pale 
and watery. At the end of the fortnight the calculus had 
reached the terminal portion of the ureter ; there it became 
immovably impacted, complete sniipression ensued, and death 
followed in five days. It must be assumed in this case tliat 
during the fortnight of partial suppression a certain degree of 
blood-poisoning took place from the accumulation in the 
blood of the effete ingredients, which should have been re¬ 
moved by the kidneys, so that when the suppression became 
complete it only required five days (instead of nine or ten) tf» 
render the blood poisoned to such a degree as to be incom¬ 
patible with the maintenance of life. 

Case 4.—a man, mt. 65, had been subject for some years to attacks of 
renal colic, and had from time to time voided uric-acid calculi. Some 
fourteen days before my visit symptoms of left renal colic had set in, with 
pain in the loin and frequent micturition. I was informed that during 
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th(!S(! Ibiirteen day« a considerable quantity of pale, clear urine had been 
voided, avcTagin^ altogether about two pints a day, but discharged irre¬ 
gularly. On some days none had been dischaiged, while on other days it 
hud flowed copiou.sly at tivo or tliive sepaiatc micturitions. 

When 1 .saw the ])atient lie was in the last phase of uraiinia ; the pupils 
wein strongly contracted; theia were frequent and universal muscular 
twitehings; pulse 100 ; respii-ations 16, markedly panting, but cmiscious- 
neas was intact when the attention was roused. 

The hyjiogastrinm being protuberant and dull, a catheter was introduced 
by Dr. Jepson, with whom 1 saw the case, and two pints of urine wen- 
withdrawn. This presented .the usual characteristics of obstructive sup- 
pivssion, it was veiy pale, and its sp. gr.-1006. 

Death took place on the fifteenth day of. suppression, which, how'ever, 
had only been partial throughout A post-mortem examination was not 
pennitted, but it was not dillicult to divine what had occuri’od. The right 
kidney ha^ doubtless been destroyed at some iirevious ^icriod by the im¬ 
paction of a calculus in its ureter. The left kidney, which had then 
become the sole organ of the. urinary function, was in its tuni subjected 
to a similar accident; a calculus entered its ureter and failed to clear the 
X>assage into the bladder, ineouqdete .su]>iircasion ensued, and death in 
fifteen days. 

This case is instnictivc in one respect, and suggestive of a 
caution in judging of the amount of urinary secretion. This 
man voided on an average about two pints of urine daily. 
Had this amount been of nonnal density and appearance, it 
would have indicated a degree of renal activity certainly equal 
to the prevention of urmmic poisoning. Patients may live for 
months without voiding more than filtcen or twenty ounces of 
urine a day, as is frequently witnessed in cases of cirrhosis of 
the liver and in regurgitant heart disease. But in these cases 
the urine is always of high density, deeply coloured, and fully 
charged with urinary ingredients. Here, on the contrary, the 
urine was pale and dilute, and the density of the specimen 
examined was only 1006. What amount of normal urine this 
represented cannot be accurately determined, but judging by 
the result of my analysis of the urine passed under similar 
circumstances in Case 1, the urea would not amount to 
more than about one grain to the ounce. Calculating on this 
basis, this man excreted only forty grains of urea per day, 
which is not more than one-tenth of the nonnal amount. 
Another point in the case deserves notice as being more or less 
constantly characteristic of the mode of emission of urine in 
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obstructive suppression ; this was the irregularity of the times 
of discharge. Although the patient in this case discharged an. 
average quantity of two pints a day, tins was not voided with 
that approach to regularity which marks the normal state, but 
most iiTcgularly; one day no urine at all would be voided, 
the next day it would be voided copiously two or three times, 
then again none at all for two or three days, and so forth, 
have noticed this paroxysmal character of the urine-discharge 
in all my cases of obstructive suppression, and I believe it to 
be a point of considerable diagnostic value. 

The two following rematkable cases show that recovery is 
possible even after very protracted suppression of urine, pro¬ 
vided the flow of urine can be re-established. The notes of 
the two cases were furnished to me by Dr. Clifford Allbntt, of 
Leeds, and Dr. Duigan, of Gainsborough, respectively. In the 
first case the suppression continued for nearly ten days, fuid 
in the second for nine days. In neither case wore twitchmgs 
of the muscles noted, but the pupils had become contracted 
in Dr. Allbutt’s case, and there was some mental confusion. 
From my own experience I should regard muscular twitchings 
as the first really undoubted and characteristic symptom of 
uraemic poisoning; it cannot, therefore, be said that recovery 
followed in either case after the full declaration of uraemic 
symptoms. Another apparently well-authenticated case of 
recovery after neardy ten days’ total suppression, of obscure 
nature, is recorded in the tenth volume of the ‘ Edinburgh 
Medical and Surgical Journal,’ p. 409. 

Cask 5. (From the notes of Dr. Allbutt.)—Mr. W—, a healthy vigorous 
man of about 56, was first seen by Mr. 'Wheelhou.se, on Wednesday, 
September Hth, 1867. He complained of great lumbar pain, weight, 
sense of fuhicss, sickness, and febrile disturbance. * 

Monday, 16th.—Symptoms of descent of calculus along lureter com¬ 
menced. 

Saturday, 21st.—During this time stone apparently traced along ureter, 

October 2nd.—Stone from last date till now seemed to be impacted at 
entrance into bladder, constant pain augmented in pai-oxysm.s till 3 a.m. 
this morning, when sudden and entire i-elief was felt, and the patient was 
told how to look for symptoms of stone in the bladder. At 6 a.m. he 
passed the last quantity of urine, about 3 ij. Up to this time the flow had 
been free and the fluid normal. 

3rd, 9 a.tn.—Ho urine passed. Catheter used, but no obstruction found. 
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Bladder quite empty. 8 p.m.—Same slate. Perfect freedom from pain, no 
mine. Ko symptoms of uremia. 10 p.m.—Consultation with Dr. Allbutt. 
Same state. Temperature 100°. Hot bath and fomentations ordered. 

4th (Friday), 9.30 a.m.—Same state. Xo urine. No, uremia. Much 
local uneasiness and restlessness. Temperature 98°'2. Fomentations, 
saline purgatives and diluents. Bromide of potassium with a little iodide 
given as a sedative, opium being inappropriate. 9 p.m.—Same state. A 
drop or two of urine had been coaxed out, just enough to make a stain at 
the bottom of a small vessel. No symptoms of poisoning. Patient quite 
dear and much more comfortable. 

6th.—Mr. W. summoned at 6 a.m. Much pain at the old point; 
cramped limb of same side; not a drop of urine, though frequent solicita¬ 
tions ; firm pressure on part gives relief., Sp. .®th. Sulph. ordered every 
half hour. 8.30.—Seen with Dr. Allbutt. Fain subsided after a few 
doses of ether ; no urine; breath sweet; perspiration normal. On exami¬ 
nation whole left side of belly from middle line dull; left rectus tense ; 
dulness varies a little with position. Patient clear and intelligent; no 
drowsiness. Ether and bromide omitted. 3 p.m.—Same condition; x>aiu 
returning ; no urine; no unemia. 9.30.—Seen with Dr. Allbutt. Phy¬ 
sical examination :—^Dulness over whole of hjrpogastiinm below a cross line 
drawn through the navel; dulne.ss little affected by xiositiqn. Examination 
per rectum showed only a tender spot behind the prostate; no bulging; 
eatheter passes freely, and is moistened with a few drops of urine, jKjrhaps 
twenty or thirty drops ; upon the end of it is a little bloody mucus. 
BreaQi decidedly urinous; mind clear ; no headache. Pulse weaker and 
quickening a little. Pulse and tempeiaturo have been normal. 

6th, 9.80.—Pulse 96, better; temperature 98°'2. Had passed a fair 
night; no urine. Dulness of belly extends a little above navel on left 
side, but not extending so farto tlie right as yesterday. Breath not urin¬ 
ous. Bowels have been kept open by salts until to-day, when no motion 
was reported, 9.80 p.m.—Singularly clear in head; placid sleep for five 
hours. Two watery stools. No urine, unless it be a very few drops 
passed after repeated efforts ; is cheerful, and walks about tlie room easily, 
and is well able to sit down and rise. A little cough which he has seems 
to shake and hurt the lower belly. Tongue co-ated, but food taken fairly 
in small quantities. Has had for instance a little partridge to-day. Pulse 
and temperature normal. Breath sweet. Ankles not puffy. Dulness all 
over hypogastrium. 

« 7th, 9.30 a.m.—Goodnight. Pulse natural. Temperature 97°. No stupor 
or headache. Sense of a movable tumour in lower abdomen. A few dn9j>8 
of urine, perhaps a teaspoonful, accumulated after repeated efforts. 10p.m. 
—Complains of weight at lower belly on left side, and pain there on cough¬ 
ing. Sickly during the day. Pulse and temperature nornraL Nourtemic 
symptoms. 

8th, 9th, and 10th.—Same report, iirjlcss there bo a little drowsiness 
and tendency to be a little “ lost ” at times. 

llfh.—This nromiirg a little urine was passed, quantity not recorded. 
There is a good deal of mental oppression, especially after awakirtg. 
Aspect dull and heavy. Pupils contracted. Dulness of abdomen about 
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the same; it is a little increased on left side, bnt diminished a little to the 
right He has been purged to-day without medicine. 

12th.—Has passed Jivss of water, and there is a little less mental obfus¬ 
cation. Has had a warm bath, which relieved him in every way. Is still 
purged also, an action which is not prevented. Tongue loaded, apjietite 
niL Temperature normal. 

13th.—Marked improvement; a copious flow of mine last night. The 
head clear ; a refreshing n^iht Some return of appetite. Abnormal dul- 
ness much diminished. 

14th and ISth.—^A good deal of pain, dragging and paroxysmal; chiefly 
in the old place, above and to left of pubis ; is irritable and restless; ex¬ 
pression worn and anxious. There is no pain at the end of the penis. 
Vulse 100, weak. Temperature 100. As the water is now very abundant, 
we are able to give him champagne and morphia injections, which with 
warm water baths relieve him. Is still purged. 

16th and 17th.—Fains cease. No stone is discovered. Convalescence. 

21st.—May be considered well Fimctions normal Appetite good. 
No dulness in abdomen. 

I strongly suspect that the suppression in this man was not 
due to the impaction of a calculus in the ureter, as seems to 
have been the impression of Mr. Wheelhouse and Dr. Allbntt, 
but to the existence of a double hydronephrosis, and that the 
case was similar, pathologically, to one which fell under my 
notice some three years ago, and which will be related hereafter 
(see Hydronephrosis, case of J. S.). Temporary suppression of 
urine, extending over some days, followed by copious flow of 
urine, is a distinctive feature of cases of hydronephrosis; and 
the extensive dulness in the abdomen, which disappeared after 
the urine began to flow, can (the bladder being empty) scarcely 
be otherwise explained. 

In the next case, however, the suppression was undoubtedly 
due to the impaction of calculi in the ureter, and ceased when 
these were voided. 

* •» 

Case 6. (From the notes of Dr. Duigan.)—The patient was a strong, 
stout, middle-aged cattle-jobber, living in the country. He had often 
suffered from renal colic and had frequently passed uric-acid coiculi. The 
attack began with pain in both loins, and the patient had had complete 
suppr^iou for throe or four days when first seen by Dr. Duigan, in con- 
sultation with Dr. Smallman of Willingham. The pain had then com¬ 
pletely subsided, and, except for loss of appetite and the suppression, the 
man presented no marked symptoms. The introduction of a catheter 
showed that the bladder was empty. For nine days he continued in this 
state, never passing any urine all that time, and not suffering from any 
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bad symptoms, sicknoss, or other indication of nrsemic poisoning. At the 
end of this period the kidneys began to act, and he x»ased a quantity of 
clear urine of low siM-cific gravity, containing nothing abnormal. With 
this urine ho voided three or four uric-acid calculi, and shortly after got 
quite well. 

In this case it is probable that one kidney had been destroyed 
at some former period by the impaction of a calculus in its 
ureter; at the same time it is not absolutely impossible, as 
Dr. Duigan suggests, though, I think, highly improbable, that 
both kidneys may have been sound, and that both ureters were 
obstructed by calculi at the same moment. 

Case 7.—A man, rot. 59, was visited by me with Dr. Herbert Eenshaw, 
of Sale, on July 10, 1871. Six months before ho began to suffer from pain 
in his back, loss of appetite, failure of stiengtli, and constipated bowels. 
The pain in the back was of a constant and severe aching character, requir¬ 
ing endermic injection of morphia for its relief. The mine was pale and 
abundant, but discharg(!d iwcgularly. It did not at any time up to my 
visit contain blood or idbmneu. 

A month before, the jwtient had total suppression of urine for four days. 
This was overcome by compulsorily walking him about between two assist¬ 
ants. The urine returned and the pain subsided. After this, however, 
the discharge of niiuc was extremely iiTegular, and it was noticed that 
when the urine flowed freely the pain in the back was relieved, and that 
the pain became aggravated when the urine was for a time suppressed. 

After the above-mentioned four days’ suppression he I’eoovcred a good 
deal, and went to Southport. There he was attacked with dianheea, and 
had to return home in consequence. 

At the date of iny visit ho was suffering severely from the pain in the 
back; he was very weak, and the legs were slightly cedematous. He was 
then iiassing from one to two pints of a dilute urine daily; this contained 
a trace of albumen. I requested that all the urine which the patient voided 
should bo collected and brought to me day by day, for the next three days. 
The. first day he voided two pints, the second day one pint, and the third 
day eight oimces. For the next three days the urine was totally sup- 
ptksoii, and he died. The specimens of urine were all alike'; they were 
pale and watery, the specific gravity ranged from 1009 to 1010; they were 
acid, and contained a trace of albumen. 

The symptoms during the last three days of life were as follows, accord¬ 
ing to tlie statements of Dr. Bcnsliaw and the patient's wife, for 1 only 
saw him once myself:—Increased weakness, marked panting breathing ; 
dian'hcea for the last two days ; twitchings of the muscles; rambling d^- 
rium when left to himself, but perfect consciousness to the last when his 
attention was roused; no coma, no convulsions; * 

Autopsy .—Body quite free from urinous or ammoniacal odour. All the 
organs were healthy except the nrinaiy apiiaratus. The source of mischief 
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was found to be a hard scirrhous mass, as loi'ge os an orange, which half 
ftlled the pelvis. This growth involved the base of the bladder and the 
prostate gland. The rectum was adheront to it and constricted for the 
space of an inch; but I could get two lingers through the narrowest part. 
The seat of the scirrhous growth in the bladder was the submucous tissue. 
Neither the inncoos nor peritoneal coats were implicated, though much 
puckered and folded, owing to the contraction of the tliickened wall of the 
bladder. The whole tiigone was involved, and the disease extended for a 
full inch above the trigone, tenninating in a thick, abrupt rim or border. 
The walls of the bladder in the implicated region measured from half to 
tlirec quarters of an inch in thickness. The ftmdus of the bladder was 
quite healthy, and the organ was capsible of containing about half a pint 
of urine. The urethra for the length of an inch passed tlirough the dense 
mass of the prostate, which was fully an inch and a half thick. The 
channel was quite free, a catheter had been repeatedly passed during life 
without any difficulty. 

The tenninal portions of both ureters passed for the length of an inch 
through the scirrhous mass ; their cour.se in this i»irt was tortuous, and 
their channel compressed by the smTonnding growth, but a probe could 
be insinuated through both of them, showing that neither was completely 
occluded. Above tlie bladder both ureters were dilated to the size of the 
little finger (tlie left more than the right), luid distended with urine. The 
left kidney was greatly atrophied and weighed oidy 24 oz. ; the interior 
was hollowed, without trace of pyramids, and the cortical substance was 
reduced to a fleshy rim of tissue of homogeneous appearance. The right 
kidney w'as eidarged, and weighed 7 oz.; it was hollowed, but not so com¬ 
pletely as its fellow. The pyramids were gone, and the cortical substance 
was undergoing absor])tiou. The pelvis was enlarged to the size of an egg, 
and distended with urine. 

It was evident tliat the left kidney had not done any duty for some 
months, and that life hod been sustained by tlie hypertrophied right 
kidney until its ureter also was blocked up by the jirogress of the growth in 
the bladder. 

The tumour had contracted adhesions to, and made extensions into, the 
adjacent parts in the ixjlvis. The iliac vessels passed through a dense 
scirrhous mass, whereby they must have been more or less compressed: 
this was evidently the cause of the codema of the legs. 

My notes of the next two cases are imperfect, but as each of 
them illustrates some point in the history of obstructiTC sup¬ 
pression, I will add them to the series. 

Case 8.—This was an old lady of about sixty whom I saw with Dr. 
Gardiner of Ashton. She was afflicted with cancerous disease of the uterus 
Md vagina, involving the base of the bladder and (presumably) implicat¬ 
ing the terminal portions of the ureters. When 1 visited her no urine had 
been passed for four days, and the suppression continned without inter- 
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rnption for three days longer, altogether a total of seven days. After this 
the urine relumed and flowed normally for the remaining four weeks 
daring which she lived. During the time of suppression there was great 
restlessness and insomnia, with a flushed and anxious expression of coun> 
tenancc, but no twitchings of the muscles, and no convulsions nor coma. 
There was no autopsy. 

Seven days of suppression of urine, without the development 
of uraemic symptoms, and issuing in recovery so far as the sup¬ 
pression was concerned, is, as we have seen, not an unpre¬ 
cedented occurrence. It may be conjectured that in this case’ 
one ureter was permanently occluded by the morbid growth ; 
and that during the epoch of suppression the opposite ureter 
had become blocked up, probably by a fungous excrescence pro¬ 
jecting into its calibre, and that an ulcerative process at the 
end of seven days again cleared the passage. This is a process 
analogous to that which sometimes occurs in scirrhus of the 
pylorus, when the strictured state prevailing in the earlier 
periods is afterwards removed by the softening and ulceration 
of a portion of the cancerous mass. 


Cask 9.—A man of about 35, greatly given to alcoholic excesses, was 
seen by me, with Mr. Ilnnstone of Strangeways, oil January 15th, 1869. 
lie had then passed no urine for four days. He was somewhat stout, and 
both loins were doubtfully thought to bo the scat of bul^ng, of an clastic, 
quasi-fluctuatiug character. The previous history tluew no light whatever 
<i:i the nature of the case. There were no urajinic symptoms, but a great 
sense of tension of the abdomen. I saw this man on three successive days, 
and introduced a tabular needle to the depth of three inches into one of 
the lateral bulgings, but without reaching any collection of fluid. The 
notion 1 entertainrxl was that a doable hydronephrosis existed, and that 
the swellings in the loins were the sacculated kidneys distended with urine. 
Ho died two days after my last visit. No post-mortem examination was 
Xi^rmitted. The sup]>ros8ion lasted nine days, and during that period only 
about an ouuce of urine was voided. Mr. Hunstonc states that this i?as 
pale. Up to the seventh d&y of suppression there were no twitchings of 
the muscles nor marked contraction of the pupils. The information re- 
s^iecting tlie fimil symptoms is defective. There was great restlessness 
and insomnia. Consciousness was maintained to the last, and the patient 
asked to be prayed with just before his death. 


The following case came under observation while these sheets 
were passing through the press. It is remai'kable in two re- 
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spectB—^namely, the long survival of the patient (15 days) and 
the occurrence of transient anasarca. 

Cask 0.—Mrs. P., ret. 66, had been suflering for 18 months from occa¬ 
sional uterine hremorrhage, due to scirrhus of the os and cervix uteri. On 
Jan. 16th, 1876, the urine became very scanty, and next day it altogether 
ceased. From this date to the day of her death, on Jan. 30th, not a drop 
of urine was secreted. I saw her on the tenth day of su]ipresBion, with my 
friend Dr. Lloyd-Koberts, to whom I am indebted for the notes of her case. 
Her condition was singularly calm. She took her food, and slept well, 
the tongue was moist and the pupils natural. Pulse 81; temperature 99°. 
Thew! was no jiain anywhere. Dr. Roberts iufonued me that on the two 
first days of suppression there was slight general anasarca—most marked 
in the face. This symptom entirely passed off on the third day ; but there 
was a slight rccuiTenco of oedema in the feet on the day Ireforo death. 

On making a digital examination, an exten.sive scirrhous growth was 
found, involving the cervix uteri and tlnr adjoirting jrait of the vagina cor¬ 
responding to the base of the bladder. This explained tiro sir]>|ircssiou; 
the ureters, ns they passed through the trigone wore doubtless involved 
in the cancerous growth, and thereby occluded. The bladder was found 
empty. 

The symptoms continued almost unchanged until, Jan. 29th. On that 
day she became wor-se. The pupils becanre contracted; and muscular 
twitches were observed in the face. The muscular jiower failed rajridly, 
first in the ai-ms and legs, and lastly in the tnrrrk. She died quietly on 
the morning of Jon. 3(tth, apparently from paralysis of the rcsiriratory 
muscles. The temperature on the 29th sank one degree below the nonnal. 

No autopsy was permitted. 

The duration of life in complete obstructive supirression 
appears to range, as a rule, from nine to eleven days, and the 
passage of a few ounces, or even two or three pints, of a dilute 
urine does not seem to extend the time of survivorship beyond 
a few hours. I have not discovered more than two well- 
authenticated cases (in addition to the one just related— 
Case 10) in which suppression of urine was complete, 
or approached completeness, where the patient survived hp- 
yond the eleventh day. The first of these is recorded by Eayer 
('Mai. des Eeins,’ t. iii. p. 490). He was a man of sixty-four 
years of age, who had hydronephrosis of the right kidney of 
many years’ standing. The ureter of the left kidney was 
blocked up by a calculus, and suppression of urine ensued. 
This proved fatal in twenty-five days, and in that interval 
only two ounces of urine were voided. The second case is 
described by Sir J. Paget in the second volume of the 
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‘Transactions of the Clinical Society.’ The patient was 
seventy-three years of age. The right kidney was atrophied 
and apparently incapable of secreting any normal urine. The 
left kidney was hypertrophied and the ureter blocked by a 
stone. Complete suppression ensued for thirteen days. No 
symptoms of uraemic poisoning appeared until the last of these 
thirteen days, when a slight attack of convulsions occurred. 
Then, on the fourteenth day, he passed an uncertain but 
“ considerable” quantity of urine, and again six ounces on the 
same day ; some slight convulsive movements which had been 
observed during the day then ceased. From this period until 
his death, seven days afterwards, the suppression was complete, 
and no nrine.was found in the bladder after death. So that 
there was total suppression for twenty-one days, only interrupted 
by one day’s emission of urine. Muscular twitchings made 
their appearance on the sixteenth day. Sir J. Paget attributed 
the extraordinary protraction of life in this case mainly to the 
patient’s advanced age; but this view is scarcely borne out by 
other experience. My first patient was sixty-seven—only six 
years younger than Sir J. Paget’s case, yet lie only survived 
nine and a half days, though he secrejted sixty ounces of urine 
in that period. 

There are, indeed, other cases on record, in the more ancient 
literature of medicine, in which patients are alleged to have 
survived many months of total suppression of urine ; but it 
may be safely affirmed that imposition of some sort or other 
was practised in these cases. 

Treatment .—Our notions of the treatment must vary ac¬ 
cording to the nature of the obstruction. Taking first those 
cases which are due to impaction of a stone in the ureter, it 
must appear that the use of ordinary diuretics cannot avail 
against a physical obstacle. There is something to be saidln 
favour of means directed to excite the contractile power of the 
ureter. In my second case Dr. Garrod suggested, with this 
view, the use of turpentine, but it provoked vomiting and 
could not be persevered with. Or remedies of an opposite 
class might be alternately tried with the purpose of relaxing 
the spasm of the ureter, such as opium, chloroform, bella¬ 
donna, venesection,' and warm baths. My own impression. 
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howeyer, is more in favour of mKjhanical means ; and in re¬ 
viewing the oases which have fallen under my notice, I cannot 
help tMnking that something further might have been at¬ 
tempted in this way with a prospect of advantage. One such 
means, namely, kneading and shampooing the renal region and 
the course of the ureter, was in two of my cases followed by a 
so immediate, though only transient, flow of urine, that I 
could scarcely doubt that it was due to the means employed. 
But in a large number, if not the majority of cases the impac¬ 
tion takes place near the bladder, where no direct force can 
be applied. Indirect means, may, however, be tried. The 
physical condition is generally this :—Above the calculus the 
ureter is open and distended with stagnant urine; at the seat 
of the lodgment, and below it, the ureter is contracted. A dis¬ 
placement either upwards or downwards would be likely to be 
followed by relief. To provoke such displacement sneenssion 
of the body and various changes of posture might be tried. The 
patient should be directed to support himself from time to 
time on his knees, with the upper half of the body depressed, 
and the sacrum might be repeatedly struck with the fist. The 
force of gravity would thus be brought in aid to coax the 
obstacle back toward the kidney. Or walking the patient 
between two assistants up and down stairs and about the room 
might be practised in the earlier periods of the case, with the 
object of facilitating the descent of the calculus into the 
bladder. Means of this class should be persevered in to the 
end, for experience is warrant that hopes may be entertained, 
even almost to the last, that the obstruction may be yet 
overcome. 


VI.—REACTION OF THE URINE. 

There is no property of the urine of more varied and impor¬ 
tant significance than its reaction. Therewith is intimately 
•connected the occurrence of several kinds of urinary deposits, 
together with the origin, growth, and medical treatment of 
gravel and urinary calculi. * 

The reaction of the urine is liable to be affected by •.—food, 
the cold laRi, medicmxl substances, general disease, and decompo- 
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sition of the secretion. It is also important not only ^o 
distinguish acid &om alkaline urine; but it is at least 
equally so to distinguish between alkalescence from fixed 
alkali (potash or soda) and alkalescence from the volatile alkali 
(ammonia). 

The most convenient method of ascertaining the reaction of 
• the urine is by means of blue and red litmus paper. For deli¬ 
cate operations the violet-tinted papers are the best: and they 
answer both for acid and alkaline fluids—being turned red by 
the former and blue by the latter. To distinguish between 
the volatile and fixed alkali, the paper, after being rendered 
blue, should be allowed to dry in the open air. If the blue 
colour persist after complete desiccation, the alkali is fixed ; if 
it disappear, and the original colour be restored, the alkales¬ 
cence is due to ammonia. The smell of the urine is also a 
useful indication in such cases (sec p. 11). 

Healthy urine is generally acid. This arises chiefly from 
the presence of a number of acid salts—phosphates and urates; 
partly also from free acids—lactic, oxalic, acetic, &c. In a 
number of observations by the present writer, it was found, on 
an average of nineteen days, that in a healthy man it required 
14‘10 grains of dried carbonate of soda to saturate the total 
daily acidity of the urine. Some days were found throughout 
to exhibit a feeble acidity ; on onfe of these only 5'9 grains of 
dried carbonate of soda were necessary to neutralize the whole 
acidity. On other days the acidity ruled high; one day the 
acidity equalled 22’34 grains of carbonate of soda. 

The circumstances which modify the i-eaction of the urine 
may be considered under the following headings:— 

1. Food and fasting. Dr. Bence Jones was the first to point 
out that the reaction of the urine held a close relation to the 
digestion of food. He found, by examining the urine at shdrt 
intervals, that a notable falling off in its acidity took place 
after a meal; ai^ that in numbers of healthy persons the 
urine bpoiame neuW or alkaline for two or three houre after 
breakfast and dinner. Doubts have been thrown on the con¬ 
clusions of Dr. Bence Jones by Togel, Beneke, Sellers, and 
Delavand. Some years ago I undertook a series of experiments 
with a view of submitting this question to a fresh exsmina- 
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tion.* The urine of a healthy person was examined at ^iourly 
]K:riods after a meal, and its acidity or alkalescence carefully 
determined by volumetrical analysis. My results confirmed, 
in the fullest manner, the observations of Dr. B. J( ncs. A 
meal, whether of animal, vegetable, or mixed food, was found 
invariably to depress the acidity of the urine, and in most 
instances to render it actually alkaline. To this movement 
the name of allcahm fide may, for the sake of brevity, bo 
applied. After breakfast the alkaline tide was found to set in 
eai’lier than after dinner, and its duration was more brief. In 
forty minutes after breakfast there appeared, nearly always, 
a sensible declension of acidity. The urine, however, never 
became actually alkaline, nor even neutral, so soon. During 
the second hour after breakfast, the alkaline tide usually cul¬ 
minated ; but in about a third of the observations the point of 
least acidity was not reached until the third hour. Then the 
tide turned ; during the fourth hour the urine was found to be 
rapidly recovering its lost reaction, and toward the end of that 
time it |had usually regained its original acidity. Thus for 
about four hours breakfast exercised a depressing effect on the 
acidity of the urine ; but the secretion was not actually alka¬ 
line usually for more than an hour, sometimes for two, and 
very rarely for three hours. . 

The effect of dinner was not perceptible until the second 
hour after the meal. During tlm succeeding three hours (third, 
fourth, and fifth hours) the alkaline tide ran in its greatest 
strength. In the third and fourth hours the urine was always 
(with two exceptions) alkaline, when the meal had been of 
mixed food or animal diet. At the end of the sixth hour the 
tide had generally turned, and the acid reaction been restored. 
Three hours was the usual duration of the alkalescent state 
after dinner ; sometimes two hours; more rarely four hours ; 
and on one occasion five hours. The amount of firee alkali 
discharged after dinner was generally nearly iiouble the quan¬ 
tity after breakfast. This was due, probably, to the fact that 
dinner was usually a much heavier meal than breakfast, and 
its impression on the system consequently more intense. 

• See a paper ly the autlior, entitled “A Contribution to Urology,”'in the 
Hemoint,;!^ the Manchester Lit. and Phil. Soe., 1850. 
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The alkaline ni'ine voided after food owed its reaction to 
fixed alkali, and not to ammonia. It was rich in earthy and 
alkaline phosphates ; on these latter, in a basic state, depended 
apparently its alkaline reaction. Sometimes it was clear when 
voided, bnt more commonly turbid, from the precipitation of 
earthy phosphates. 

Although the immediate effect of a meal was thus to depress 
the acidity of the urine, the more mm(e comerpieme was to 
maintain and even increase the acidity. This was seen most 
distinctly when comparison was made of the acidity of the 
morning urine, when suijper had been taken the night before, 
with that of the morning urine when no snpi^er bad been 
taken. In the former case the free acid discharged in the 
hour preceding breakfast was enough to saturate 0’88 grain 
of dried carbonate of soda: whereas on the mornings after 
snpperless nights the discharge of acid was only equal to 0’51 
grain. 

The remote effect of animal food appeared considerably 
greater than that of vegetable food: so that a highly ani- 
maliscd diet would tend in the long run to intensify the acidity 
of the urine—a conclusion quite in harmony with ancient 
opinion. 

Clinically, tlie urine is rarely observed to be alkaline after 
food. For, although it may be alkaline as it leaves the kidneys 
during several hours a day, after the two principal meals, it is 
mixed in the bladder with acid urine secreted before and 
after the alkaline tide, and the whole product ejected by mic¬ 
turition is acid. It is necessary, therefore, in order to test the 
effect of a meal, to analyse the seo-etion, as it were, by examin¬ 
ing it at hourly intervds. It happens occasionally, however, 
'that the urine of an ordinary micturition is the isolated pro¬ 
duct of tlie alkaline tide. I have known even a calculous 
patient, whose urine habitually deposited large quantities of 
uric acid, to void an alkaline urine in the forenoon fi'om the 
effect of breakfast. 

Dri B. Jones considered the depression of the acidity of the 
urine after a meal to depend on the withdrawal of acid from 
the blood into the stomach for the purposes of dige|^ion; 
whereby the blood became for the time less Capable of yielding 
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acid to the kidneys. On the completion of digestion tlie gastric 
juice was re-absorbed with the chyle and presently communi¬ 
cated its acid to-the urine. An antagonism was thus supposed 
to exist I)etween the stomach and kidneys; when the stomach 
was empty its mucous membrane was neutral, while the urine 
on the contrary was highly acid; but when the stomach was 
full, acid gastric juice was abundantly poured out on its 
mucous surface for the purposes of digestion, and at the same 
time the urine tended towards neutrality or alkalescence. 

While admitting the probability of some such correspon¬ 
dence, I am disposed to attribute the occun-ence of the alk^ine 
tide after meals to a totally diiferent cause—namely, to the 
entrance of the newly-digested food into the blood. If, as is 
belierod, the normal alkalescence of the blood is due to the 
preponderance of alkaline bases in all our ordinary articles of 
food, a meal is pro tanto a dose of alkali, and must necessarily, 
for a time, add to the alkalescence of the blood ; and as the 
kidneys have delegated to them the function of regulating the 
reaction of the blood, the urine immediately reflects any undue 
addition to, or subtraction from, the blood’s proper alkalescence. 
This hypothesis is mainly supported by the coincidence of time 
which exists between the passage of the digested food into the 
blood and the occurrence of the alkaline tide. The gastric 
juice is poured into the stomach immediaiehj after a meal, but 
the acidity of the urine does not suffer depression for an hour 
or two afterwards—not in fact until the meal has been in great 
part absorbed. 

After the primary effect of a meal has passed off, the acidity 
of the urine slowly increases until food is taken again. The 
highest acidity is, therefore, always found after the longest 
fastUg, or just before meals. In the early morning before 
breakfast, the urine was always found excessively acid, and 
deposited abundance of urates on cooling. There seems, how¬ 
ever, a limit to the increase of the acidity after prolonged 
fastipg: Dr. Bence Jones found that continuing to fast for 
twelve hours beyond the usual time of taking food did not 
intensify the acidity of the urine. 

2. of jSIbdkines .—Both mineral and vegetable acids 

when administered in large quantities tend to raise the acidity 

E 2 
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of the urine; hut their effect is inconsiderable. Urine that is 
habitually alkaline can certainly not be rendered acid by the 
internal administration of acids even in very large quantities.* 
The most powerful acidifiers of the urine are probably free 
carbonic acid (Heller) and benzoic acid; ihe latter appears 
in the urine as hippuric acid. 

Alkalim suhsfanees have a much more powerful influence ; 
and it is an easy matter to deprive the urine of its acid re¬ 
action and to render it strongly alkaline at pleasure. This 
effect may bo attained by the caustic and carbonated alkalies, 
or by the alkaline salts of a certain gi'onp of vegetable acids— 
acetic, tartaric, citric, malic, and lactic acids. The most con¬ 
venient for the purpose, as well as the least distobing to the 
digestive organs, are the bicarbonates of potash and soda, and 
the acetates and citrates of the same bases. By the adminis¬ 
tration of these salts the urine may be kept persistently alka¬ 
line for weeks and months without detriment to the general 
health. It requires fi’om 300 to 400 grains of the bicarbonate 
of potash, and about as much of the acetate and citrate, given 
in divided doses during the twenty-four hours, to keep the urine 
steadily alkaline in the adult. Fi’om numerous observations 
on diflerent individuals, I found, that, given in these large 
doses, about two-thirds of the alkali appeared in the urine as 
free carbonate; while the remaining thii-d was expended in 
neutralising the acidity of the urine and otherwise disposed of. 
The conversion of the acetates, citrates, etc., into carbonates-, 
which was shown long since to occur by Wohler, takes place, 
according to Bnchheim and Magawley, in the intestinal canal, 
and the salts in question are therefore absorbed into the blood 
„ as carbonates. The bi-carbonates, acetates, and citrates, if 
moderately diluted, were not found to have any tendency to 
cause diarrhoea: the tartrates, on the other hand, were always 
found to occasion more or less purging. 

The basic phosphate of soda, the common phosphate of soda, 
and borax, likewise possess the power of alkalising the urine; 
but their effect is very feeble compared with that of the salts 

♦ For further information on the action of acids on the urine, see Parkes, 
_ “On the Composition of the Urine,” p. 145 etseg^. See also a paper by Dr. 
Bence Jones, St. George's Hosp. Beports, 1869. 
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before mentioned. The common phosphate of soda, in the 
quantity of 640 grains in the twenty-four hours, in divided 
doses, produced a total alkalescence of the mnne, only equal to 
22 grains of carbonate of soda: whereas half the quantity 
of the acetate of potash produced an alkalescence equal to 120 
grains of carbonate of soda; 640 grains of the basic phosphate 
of soda produced an alkalescence equal to 37 gi'ains of car¬ 
bonate of soda: 320 grains of borax gave an alkalescence of 
9 grains of carbonate of soda; this last salt proved diflScult of 
toleration by the stomach. 

The power of alkalising the urine is especially valuable in 
the treatment of urinaiy gravel imd calculi; and to the chai^tcr 
on the solvent treatment of urinary concretions I must refer 
the reader for further details on the subject. 

3. Tim Cold Bath. —Duriau * found that the urine became 
invariably alkaline after prolonged immersion of the body in a 
bath at a colder temperature than that of the body. Even the 
addition of nitric acid to the bath did not in the least alter the 
result; nor did the addition of carbonate of potash cause an 
increased alkalescence. 

4. General Disease. —Frequent or persistent alkalescence of 
the urine, from fixed alkali, is an uncommon condition in any 
class of complaints: but a series of such cases have been re¬ 
corded by Dr. Bende Jones,f ^d I have observed a consider¬ 
able number myself, nin iiersons of debilitated constitutions, 
in the anaemic state which sometimes follows subacute rheu¬ 
matism and gout, in chlorosis, atonic dyspepsia, chronic vomit¬ 
ing, and even in chronic phthisis, I have seen the urine pre¬ 
sent this character. Generally, the alkalescence came and 
■went capriciously; continuing for two or three days, and then 
disappearing ; but presently returning again. Sometimes,* 
hovyever, the urine remained steadily alkaline for many weeks 
without intermission. In one case of this kind—a phthisical 
patient—the urine became acid on the occurrence of an attack 
of erysipelas of the head and face; it remained acid during the 
attack, and after its subsidence became again alkaline. 

The clinical significance of alkaline urine from fixed alkali 

* AichiTeB Q£n6rales. 1856, 1. 167. 

+ Med. eshir. Trans. Vol. xxxv. 
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is by no means serious j it is not associated with any special 
morbid state, but is an occasional accompaniment of debility 
and spaiisemia, from whatem’ cause arising. It is to be^ re¬ 
membered, however, that there is a rare variety of urinary 
calculus composed of phosphate of lime, which must be caused 
by some such condition of urine as this. Individuals passing 
an alkaline urine arc generally suitable subjects for a tonic 
and stimulating treatment: and, if otherwise permissible, 
exercise in the open air. 

5. Ammomacal Urine. DemnposiUon of Urea .—The im¬ 
portance of distinguishing between urine which is alkaline 
from fixed alkali, and that which is alkaline from ammonia, 
has already been insisted on. The two conditions arc con¬ 
trasted, not 9 nly clicmicall^^ but equally so pathologically and 
clinically. 



Fia.!!. The winnal deposit fmiii iitmuoniocal urine, showing erysfails of aminon'iaoo. 
magnesian pboK]>hHte. nntori'lioim phoaphatti ot lime^ and sjthereH of nrato of Aiip 
uionin. 


Urine which is alkaline ftoia. fixed alkali is always secreted 
alkaline by the kidneys ; it deposits, if at all, simple amor-, 
phons phosphate of lime, of which the particles have no 
tendency to accrete into gravel or calculi; it has a sweet 
aromatic odour; it is perfectly bland and innocuous to the 
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mucous membranes, and is not associated with inflammation of 
the urinary passages. . 

j^moniacMl urine, on the other hand, is only in the rarest 
instances, and in the gravest circumstances, secreted amrao- 
niacal by the kidneys, but usually becomes so by an after- 
change occurring in the lower urinary passages, or after it 
has been voided. Ammoniacal urine is always sedimentary; 
it deposits a mixture of the amorjjhous phosphate of lime and 
crystals of the ammoniaco-magncsian phosphate—sometimes, 
if the urine be concentrated, with the addition of lumpy 
spheres and rude dumb-bells of urate of ammonia (see Fig. 3). 
This deposit has a strong tendency to aggregate into masses or 
concretions ; the urine has an ammoniacal and often an offen¬ 
sive piitrescent odour; it is highly irritating to the mucous 
membranes, and excites inflammation of them if the contact 
be long continned. 

A mine alkaline from fixed alkali (potash or soda) reflects a 
state of the blood; a urine alkaline from ammonia (if alkaline 
when voided) points to a local affection of some part of the 
lower urinary passages. This latter statement is, however, not 
to be taken altogether without qualification. In two instances 
(both cases of advanced Bright’s disease) I have observed the 
urine to be ammoniacal as it flowed from the bladder without 
any clinical or fosUmrtem sign of inflammation of any part of 
the urinary passages, or any evidence of such delay in the 
evacuation of the urine as might determine decomposition of it 
in the bladder. One of these cases is referred to hereafter (see 
Bkiqht’h Disease). Dr. Graves (Clin. Lects. 1, p. 272) 
gives also two cases, one of continued fever, and the other of 
anasarca and ascites, in which the fresh urine contained large 
quantities of carbonate of ammonia without the least evidenc(f 
of decomposition after secretion. 

The mode in which the urine becomes ammoniacal from 
decomposition is easily explained. One atom of urea with 
two atoms of water, by a simple re-arrangement of their 
particles, become converted into two atoms of carbonate of 
ammonia; ,1 at. urea + 2 HO =-2 (HHjOOg). 

This change is so easily brought about that mere boiling of a 
solution of urea in distilled water is sufficient to effect it. 
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Urea urine is decomposed at the ordinary temperatare of 
the air by the action of any pntrcsccnt substance, and by 
none more quickly than decomposing urine. I have alrq^y 
remarked on the facility with which urine may become 
ammoniacal , after emission when it contains any organic 
matter—pus, blood, epithelium, albumen, etc. : also when it 
'is very dilute and feebly acid or alkaline. 

If the urine be ammoniacal when voided, this is nearly 
always associated with inflammation of some part of the urinary 
mucous membrane—generally that of the bladder. Any con¬ 
dition which interferes with the complete emptying of the 
bladder in micturition favours the production of ammoniacal 
urine. Consequently, injuries to the spine determining para¬ 
plegia with ptiralysis of the bladder, obstinate urethral stric¬ 
ture, enlarged prostate, calculous concretions, morbid growths 
or foreign bodies in the bladder, arc sooner or later com¬ 
plicated with ammoniacal urine. A very distressing and 
intractable state of things is thus brought about. The am¬ 
moniacal urine irritates the mucous membrane and induces 
cystitis: and the purulent secretion thus engendered reacts 
on the urine and favours its decomposition. The two con- 
flitions mutually aggravate each other aud perpetuate each 
other’s existence after the original cause has passed away. 
Cystitis may, in this way, persist for years after the removal 
of a stone, or the euro of a stricture, which was its original 
cause. 

Dr. Owen Rees believes that the urine is sometimes alkaline 
from the secretion of an alkaline mucus by the mucous mem¬ 
brane of the bladder. "When the membrane is initated or 
inflamed, as in paraplegia from spinal injuries, extroversion of 
the bladder, etc., the irritated membrane pours out, as he be¬ 
lieves, so much alkaline, mucus that the reaction of the urine 
is changed thereby. Dr. Rees fortifies this hypothesis by an 
observation which he made on a case of extroverted bladder. 
He says; “ As is usually the case in such persons the anterior 
portioft of the bladder tvas wanting; so that the fundus of that 
visouS covered bymiucous membrane was projected forward 
wiiOTe the abdominal walls were deficient. The openings of the 
ureters were thus presented to view. The mucous monfbrane was 
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red and inflamed from exposure, and an alkaline flnidwas con¬ 
stantly (Jischarging from its surface. To what this alkaline 
flux amounted during the day it was of course impossible to 
ascertain; but it was more than suificient to destroy the acidity 
of the urine, which was quite alkaline after flowing over the 
membrane. Tlius a piece of blue litmus was applied to the 
openings of the ureters, so as to test the urine immediately it 
flowed from them ; the paper was reddened, indicating that 
the urine was secreted of its natural character, and Avith its 
full amount of acidity. When, however, the litmus piiper was 
applied about a quarter of an inch below the opening, so sis to 
tost the urine after it had passed over that short distance of 
mucous surfixee, its character was quite changed ; it no longer 
reddened the blue litmus paper, but on the contrary was 
sufflciently alkaline to restore the blue colour to those parts of 
the paper which had been previously reddened by exposmo to 
the urine as it escaped fresh from the ureters.” * 

An opportunity occurred to me of re].)eating this observation 
on a patient with extroversion of the bladder ; but I w'as not 
able to satisfy myself that the alkalinity of the exposed mucous 
membrane was not owing to blood-serum or lymph which 
oozed from the raw excoriated surface, rather than to any mu¬ 
cous secretion such as might be yielded by a merely inflamed 
mucous membrane. 

The therapeutical indications in cases of ammoniacal urine 
from decomposition within the bladder, ai-e clear enough. TIic 
first object is to remove, if possible, the imixedirnent to the 
complete emptying of the viscus. In the case of a stone or 
foreign body in. the bladder, and in stricture, this is within 
reach of surgical operation. If the cause be irremovable, or if 
the ammoniacal urine and cystitis persist after the removal (W 
the* original cause, all our efforts must be directed to prevent 
the sojourn in the bladder of the stal^'inmnants of urine after 
mictmrition; and this can only be thoroughly effected by wash¬ 
ing out the bladder, by means of a double catheter, witli a pint 
or two of warm water once or twice a day. There is however 
another mode of washing out the bladder yfhich I have several 

.Lettsomian Lectures, Med. Times and Gas. 1S31. 
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times resorted to with advantage in a certain class of cases, 
more particularly in those in which chronic cystitis is kept np 
by the ammoniacal state of the urine, after the original cause 
has been removed. In these cases the patients are made to 
drink large quantities of diluents at regulated intervals. An 
abundant flow of veiy dilute urine is thereby kept up which 
effectually washes out the bladder and gradually restores the 
urine to its natural state. 



CHAPTER III. 


CHEMICAL CONSTITUENTS OF THE URINE AND 
THEIR VARIATIONS-INOROANIC DEPOSITS. 

—I— 

1.—PJaELlMINAEY REUfAllKS ON lUlNAEY DEPOSITS AND 
THEIR CLASSIFICATION. 

A very scanty, light, cloixdy deposit is natural even to the 
healthy urine after standing sonic hours. This usually 
sinks to the bottom; but occasionally it floats like a cloud 
about the middle or near the surface. Jt is comjiosed of 
epithelial scales (or remnants of them) from the mucous siir- 
faccs of the bladder and urethra, and pelvis of the kidney. 
Of mucus, having the usual glairy character, there is no visible 
trace in perfectly healthy urine. 

• Under a variety of unnatural circumstances more abundant 
deposits or sediments occur in urine ; and a loiowledgc of their 
nature sometimes yields most important practical information. 

Urinary deposits are arranged in two divisions— 
and Organic. 

Inorganic deposits include substances which, for the most 
part, exist naturally in the urine in a soluble state; but 
which, owing to their excessive quantity, or a change of reac¬ 
tion ip the urine, or some other circumstance, are rendered 
insoluble, and thereby precipitated in a crystalline or amor¬ 
phous condition.^ This division contains:—Uric acid, the 
amorphous urates, urates of ammonia and soda, oxalate of lime, 
ammoniacal and earthy phosphates, earbonatc of lime, cystine, 
leucine, and tyrosine. All these are soluble in mineral acids 
dr in alkalies, and one of them (the amorphous urate) by simply 
wanning the urine. 

Organic deposits embrace all those organic forms, of which 
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the presence alone in urine is sufficient, from their insolubility, 
to determine their subsidence. They do not belon’g in any 
proportion to the healthy secretion; and whenever present, 
they are merely suspended in it; so that when the urine is left 
at rest, they gravitate to the bottom and form a sediment. 
This group includes epithelial cells from the uriniferous tubes 
or from any part of the genito-minaij passages, casts or 
moulds (composed of a fibrinous matter) of the uriniferous 
tubes, oily particles, pus, blood, cancerous and tuberculous 
tiebris, spermatozoa, and conforvoid growths. All these are 
insoluble in acids and alkalies as applied in the ordinary ex¬ 
amination of the urine. 

II.—UEIC ACID. O.oUAOo+^-'^Q- 
{Spionym—lithic aeid). 

Uric acid exists in normal urine in combination with alka¬ 
line bases ; but under certain conditions it is precipitated in 
the free state, and forms a dcjwsit of orange-red crystals. 

Nalrcl-eije characters .—^The crystalline nature of the deposit 
can nearly always be recognised by the naked eye; but in rare 
instances the crystals are so small that they require the micro¬ 
scope for their detection. Uric acid crystals may form a film 
on the surface, or lie scattered as brilliant brown specks on the 
sides of the glass, or subside into a dense red deposit like 
cayenne pepper. The naked eye is nearly always sufficient to 
identify uric acid w'ith certainty, because no other brown 
crystals occur in urine as a spontaneous deposit. When the 
crj stals are very minute, the deposit resembles the amorphous 
urate, but is denser, and sinks more rapidly. Urine depositing 
uric acid has commonly a rich yellow or orange colour, and is 
invariably acid. 

Miero-clmikal characters .—The primary form of uric acid is 
a rhombic prism or lozenge, and to some modification of this 
figui-e the protean diversittes of uric acid crystals may all be 
referred. The angles of the crystals are sometimes almost 
equal, and then quadrangular tables or almost perfect cubes 
are obtained (Fig. 4, a b). 
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More frequently the angles are rounded off {r, d) so as to 
produce oToids and barrel shapes. A still greater elongation 



Fiti. 4. Wie ftiinplor t'onns of tirlc nohl crysUilw—fiuadningiilar and oval taMct'i. 
ciilHiS, HiX'8i(l(xl taldclH, ]k>zcii^; and Itarrel-sliuped llgiiroH. 

produces c rod, and when a number of these are joined toge¬ 
ther in a common centre, stars are produced. The beauty and 
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endless variety of these stars are marvellous, and render them 
seductive microscopic objects (Figs. 5 and 6). 



FiC. 0. JSliirs uinl S)>Uce« of iiiio Aoid. 


Sometimes the rays extend only in one direction, and a fan¬ 
shaped figure is produced, or two fans arc joined in a conimon 
centre (Fig. 6). 



Fiti. 7. Rarer Turms of nnc add crystnls. 
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Among the less common varieties may be mentioned pointed, 
solid-looking crystals with a dark shading at either end 
(Fig. 7, a). When those lie flat they have a totally different 
appearance, and resemble prisms of the triple phosphate {b h). 
Other forms are halbert-shaped (c), six-sided tablets (Fig. 4, e), 
&c. The most curious and vai-ied forms of uric acid are 
generally found in albuminous urines.* 

Uric acid is excessively insoluble. It requires 1800 parts 
of boiling water and 15,000 parts of cold water for solution. 
It is insoluble in all dilute acids, but is decomposed with efler- 
vesccnce by strong nitric acid. Caustic alkalies dissolve it 
readily, especially with the aid of heat. It dissolves also 
freely in weak solutions of the carbonates of potash and soda, 
and in solutions of borax and common phosphate of soda. It 
is insoluble in alcohol and ether. It is entirely dissipated by 
a rod heat. The most delicate mode of recognising uric acid 
is by the murexid.tc8t. This is performed by taking a small 
quantity of the suspected substance and placing it on a porce¬ 
lain dish or a slip of glass : a couple of drops of strong nitric 
acid are then added, and the heat of the spirit-lamp applied ; 
the uric acid dissolves with effervescence; the heat is con¬ 
tinued until the liquid dries into a yellowish-red residue. If 
the residue when cool is touched with a rod dipped in caustic 
ammonia, a bright violet hue (murexid) is instantly developed, 
which is perfectly characteristic. 

Quantitative determinations of uric acidj in urine are gene¬ 
rally made by adding excess of acetic or muriatic acid to a 
known quantity of the urine, and allowing it to stand for 
twenty-four hours to precipitate. The acid isjthrown down in 
a crystalline form, and may be collected either by decantation 
ani^ levigation, or on a weighed filter; it is then dried and* 
weighed. The Sev. W. Vernon Harcourt, in a long series 
of observations, has shown that the above process is liable to 
very great errors, even when the urine has been previously 

* Some interesting details on the vaiying forms of uric acid crystals and the 
conditions nnder which they appear may be found in a jjaper ty Dr. Wm. Ord, 
St. Thos. Hosp. Bep. 1870, p. 335. Dr. Ord retnmsjto thisjsubject, and gives 
some additional information in a paper in the Med. Chir. Trans. 1875. 



64 INORGANIC DEPOSITS. 

concentrated by evaporation. He obtained much more ac- 
cnrate results by the following method: Neutralise a third 
or fourth part of the nrino of twenty-four hours, if alkaline 
with hydrochloric acid, or if acfd with carbonate of potash; 
reduce this to ll fluid ounce by evaporation ; treat this with 
3 dracluns of hydrochloric acid combined with li ounce of 
alcohol; decant when the uric acid has been precipitated and 
the liquid is clear ; wash the deposit on a weighed filter first 
with alcohol, and when that dissolves no more, with equal 
parts of acetic acid and water; lastly, dry the filter and 
weigh.* 

Origin anil occurrence. —The quantity of uric acid in the 
urine it very minute ; and were it not for its sparing solubility 
and liability to be j)recipitated botli before and after emission, 
its clinical significance would be very slight. The daily excre¬ 
tion of uric acid amounts to no more than 8 or 10 grains. 
Individuals vary a good deal ip the amounts which they habi¬ 
tually separate. In three healthy young students living on a 
similar diet and xmder similar circumstances, I found the fol¬ 
lowing numbers:— 

Xo. 1 (iiK'im of 47 days) .... 8’051 grains. 

,, 2 (mean of 5 duj's) . . . . 8'462 „ 

,, 3 (m<‘an of 3 diiys) .... 6'071 „ 

Dr. Hammond found in his own case the daily average as 
high ns 14*14 grains. 

The excretion of uric acid also presents considerable va¬ 
riations in tlie same individual from day to day. The greatest 
oscillation of this sort observed by myself amounted to a 
difference of more than one-half on two successive days : on 
the first day 5*45 grains were separated, and on the following 
day 11*7 grains. It was found that when the mode of life was 
tolerably uniform, the amounts separated in periods of five 
consecutive days varied only slightly irom each other in the 
same individual. 

, The occurrence of a spontaneous deposit of uric acid is by 
no means a sure indication of an increased excretion ; and I 
frequently found that those days on which a spontaneous 
* Med. Times and Qaz. 1369. Vol. ii, p. 482. 
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deposit occurred, showed less uric acid thau those days on 
which no uric acid was spontaneously deposited. The mean 
daily quantity of uric acid separated in twelve days on whicli 
there was a deposit was 7’7 grains ; and tho mean of twenty, 
five other days on which no uric acid was spontaneously depo. 
sited was 7*3 grains. 

The digestion of food has a marked effect on the excretion 
of uric acid. I found it increased after eating, not only abso¬ 
lutely, but also relatively to the other solid matters of the 
urine. In the following table the results of seven days’ obser¬ 
vations on the effect of dinner are exhibited. Three jwriods 
are chosen for comparison, namely :—1, during the prevalence 
of the alkaline tide which corresponds with the passage of tho 
digested food into the blood ; 2, during the subsequent period 
in which the acid of the urine is restored, but the effect of 
tho meal still continues to be perceptible in tho considerable 
quantity of solid matters separated by the kidneys ; • and S, 
during sleep, which is also a time of fasting. 


Time of day. 

(Dinner at 2 r.M.) 

Uric acid, per 
1000 grains of 
liquid urine. 

■ " 

Uric acid per 
hour. 

Uric acid, jicr 
100 grains of 
solid urine. 

4- 7 I'.M., alkaline tide. 
9-11 ,, acidity i-estored. 
1- 7 A.M., urine of sleep. 

0'40 grain. 
0-18 „ 

0-31> „ 

0-8(! grain. 
0-13 „ 

0-10 „ 

0-83 grain. 
0-34 „ 

0-00 „ 


It is seen that the absolute quantity hourly secrefed is three 
times greater during the period of the alkaline tide than 
during the other periods j its proportion to the total solids is ^ 
also yeiy sensibly greater. Even its proportion to the water 
of the urine is greater than at any other period, though tho 
urine of sleep generally (under the mode of life then fol¬ 
lowed) deposited amorphous urates very copiously after stand¬ 
ing a few hours, whereas the urine of the alkaline tide never 
deposited nrates.f It is further seen from the table that the 

• See l^ble, p. 21. 

+ The seven days' experiments here spoken of arc the same seven days 
which are tabulated at p. 21. 
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amonnt of uric acid has no relation to the degree of acidity of 
the urine. 

Professor Eanke has shown that neither sex nor age, nor the 
height and weight of the body, have any decided relation to 
the daily exeretion of uric acid.* The season of the year, and 
the animal or vegetable nature of the food, have little influence, 
provided the articles of diet are equally rich in nitrogen. The 
ctfect of exercise is uncertain i sometimes it increases, some¬ 
times it diminishes the uric acid-f 

Falhohfiiralhj, it is found that the daily excretion of uric 
acid is markedly increased in the febrile state, in certain 
diseases of the liver, and after an attack of gout. On the 
other hand, it is diminished during the paroxysm of gout, and 
according to Kanke, after large doses of quinine. 

Uric acid is nearly related, both chemically and physiologi¬ 
cally, to urea. Uric acid yields urea as one of the products of 
its decomposition, both by artificial means in the laboratory 
and within the animal body. Nevertheless, the most exact 
observations have failed to show that there is any inverse 
correspondence between the excretion of the two substances ; 
usually urea and uric acid increase and diminish together. 

CUniml mumficanee, of urk acid .—From what has been 
already stated, it will be readily conceived that the clinical 
interest of uric acid in the urine has not so much to do with the 
variations of its quantity, whether absolute or relative, as witli 
its precipitation in the free state, and the time and place of 
that precipitation. The circumstances favourable to the pre¬ 
cipitation 6f free uric acid are, an acid reaction of the urine, 
and abeyance of the conditions which determine the precipita¬ 
tion of uric .acid in combination (amorphous urates); these 
latter are considered in the next section. 

A deposit of uric acid occurring some twelve or twenty 
hours after emission has no pathological signification. 
Healthy urines usually deposit uric acid as a normal event 
in the course of the acid urinary fermentation (see p. 9). If 
the deposit takes place within three or four hours after emis¬ 
sion, the circumstance is certainly not natural; but it is not 

• Kanke—Ansscheidiingd. Harnsanre beim Mensehen, Munich, 1858. 

Sep Farkes On the Ouniposition of the Urine, p. 88. 
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one requiring special therapeutical attention ; it is frequently 
observed in convalescence from febrile complaints, especially 
articular rheurahtism ; also in the middle periods of chronic 
Bright’s disease, in chorea, in certain tyi)es of diabetes, and in 
enlargements of the spleen. 

But if uric acid be precipitated before the urine cools, or 
immediately after, it cannot fail to awaken apprehensions that 
a similar event may take place within some part of the urinary 
passages, and give rise to the formation of gravel and calculi, 
with all their train of painful and dangerous consequences. 
A prophylactic treatment is urgently balled for under such 
ch’cumstances, by which this danger may bo warded off. But 
it will be more convenient to postpone the further considera¬ 
tion of this important subject to the sections which arc 
specially devoted to the pathology and treatment of calculous 
disorders. • 

The relation of uric acid to the pathology of gout has been 
studied with great success by Dr. Garrod. He has proved 
that the blood of a gouty patient is permanently surcharged 
with uric acid, and that the acid is deposited in combination 
with soda in the cartilaginous and fibrous tissues of the joints, 
and becomes the cause of the articular inflammations which 
are characteristic of gout. This unnatural accumulation 
appears to be due to a defective jwwcr of eliminating uric acid 
in the kidneys. The kidneys themselves also sufler—their 
secreting tubules and the intertubular substance are clogged 
with urate deposits, and the foundation is laid of those atrophic 
changes which constitute one of the most fatal forms of chronic 
Bright’s Disease. It may be regarded as probable that the 
defective power of the kidneys to eliminate uric acid in gout 
arises from a diminished alkalescence of the blood, and that* 
the rational correction of this defect is, in addition to a revision 
of the dietary, a steady exhibition of alkaline i-emedies in tlic 
intervals of the articular paroxysms. 
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III.—AMOKPEOUS ERATBS. 

{Synuntpns—amorjihnia lithatos ; uraie. of amnumia of Front ami Biril; 
urate of soda of Heintz and, Lehmann: laieritious deposit.) 

Ndked~eye characters .—The “amorphous urate” usually 
occurs as a loose, reddish, pulverulent deposit wholly devoid 
of crystallization. Its colour is always deeper than the urine 
from which it falls ; but the colour varies extremely both in 
intensity and tint. It may be fawn, orange, brick-red, pink, or 
purplish. It commetaly sinks soon and completely; more 
rarely, especially in albuminous urines, the precipitate con¬ 
tinues a long while diffused in the urine, giving it a milky ap- 
jKiarance. If the precipitation takes place after the urine has 
been at rest in the urine-glass, a film or bloom forms on the 
surface and sides, which is readily seen by inclining the glass 
to one side. By this peculiarity the amorphous urates may 
be distinguished firom all other urinary deposits by the unaided 
senses. 



Micro-chemical characters .—^Under the microscope the deposit 
is found to be comppsed of minute particles or granules, coarser 
or finer, and more or less opaque, according to the closeness of 
its aggregation (see Fig. 8). 

By warming the urine, tlie amorphous urate dissolves ; the 
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light-coloured and looser deposits disappear with a slight heat, 
but the deeper coloured and denser ones require a more elevated 
temperature. As no other urinary deposit disappears with 
simple heat, this circumstance offers an easy means of recogni¬ 
tion. The amorphous urate answers to the murexid test for 
irric acid. It is decomposed by the vegetable and mineral 
acids (though only slowly in the cold by the former), and uric 
add crystals are deposited, which may be recognised urider the 
microscope. The urates dissolve in the caustic alkalies, and in 
solutions of the carbonates of potash and soda. They possess 
an intense affinity for the brown and pink pigments of the 
urine, which they carry down with them when precipitated ; 
and the varied tints which they present as deposits de{)cnd on 
this circumstance. 

The chemical composition of this deposit has boon a subject 
of much dispute. Prout and Bird believed it to be composed 
of urate of ammonia, and it usually passes under that name in 
this country. In Germany it is commonly considered to be 
mainly composed of urate of soda. More recent observations 
indicate that neither of these views is correet; it would appear 
rather that the amorphous urates have not a fixed and constant 
composition, but vary considerably in different samples. In 
all, however, uric acid is combined with several bases—potash, 
soda, ammonia, and lime; and this is the special chemical 
characteristic of the deiwsit, that it is composed of mixed 
urates. Sometimes one base and sometimes another prepon¬ 
derates. The proportion of uric acid in the deposit is very 
large, but not constant. Scherer found a little over 80 per 
cent.; Dr. Bence Jones over 90 per cent. This proportion is 
about twice as much as is necessary to form acid urates 
(bi-urates) with the bases present; so that about one-half of 
the uric acid is loosely united with the bi-urates to form the 
deposit, which therefore resembles in its chemical constitution 
the quadroxalate of potash. The loosely combined uric acid 
can be separated from the associated bi-urates by simply treat¬ 
ing the deposit with warm water, or by repeat^ly washing it 
on a filter with cold water. 

Dr. B. Jones found potash the most abundant base, next 
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ammonia, and last soda, as the following table of his analyses 
shows 

1st Analysis. 2iiil Analysis. 

ITrioAcid. . . »4-36 . . . 91-06 

Potassium . . . 3-15 . . . 8-78 

Ammonium . . 1-36 . . .3-36 

Soilium . . . 1-11 . . . 1-87 

TTassall and Scherer always found lime in not inconsiderable 
quantity. Dr. Bence Jones succeeded in producing artificially 
exact connteri)arts of the amorphous urates both with potash 
and soda. 

The precipitation of the amorphous urates depends on a 
conjunction of the following conditions: an acid reaction, low 
temperature, and concentration of the urine. The oecurrence 
of this deposit is a sure sign of an acid reaction ; and the more 
acid the urine, the more liable is it to deposit the amorphous 
urates. A drop of acetic or nitric acid will frequently deter¬ 
mine at once the precipitation of the amorphous urates in a 
previously clear urine ; and when urine becomes sedimentary 
after twelve or twenty-four houi'S, this is due to the increased 
acidity produced by the acid urinary fermentation. The effect 
of temperature is very marked : and on cold winter mornings 
the urine voided on getting out of bed generally becomes 
turbid from precipitated urates a few hours atler. 

The amorphous urate deposit is not a sign of excessive secre¬ 
tion of uric acid by the kidneys ; it indicates rather, that its 
proportion to the water of the urine is excessive. Urines of a 
high density, provided their reaction be acid and the tempera¬ 
ture low, usually deposit urates in healthy persons. There is 
^ this difference between the conditions favourable to the deposit 
of free uric acid and of the amorphous urates—that a high 
density (or concentration) favours the latter, and a low density 
(or dilution) favours the former. On a comparison of the den¬ 
sities of a large number of urines, depositing respectively amor¬ 
phous urates and free uric acid, I found the mean sp. gravity 
(rf the foriher 1027 and of the latter 1021. It is familiarly 
observed that a urine which throws down urates, will begin 

• See a paper by Dr. Bence Jones in the Journal of the Chemical Society, 
June, 1862. 
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to deposit free uric acid a few houfs after, when it has becouie, 
quoad uric acid, less concentrated. 

The dinkal significance of a urate deposit can b'e appreciated 
only after due consideration of the above physical and chemical 
conditions of its occuirence in the physiological state. I have 
already stated that no conclusion as to excessive elimination 
of uric acid can be drawn from the occurrence of the urate 
deposit. It has also been shown in a previous page, that 
during the absorption of food, and the flow of the alkaline 
tide, the excretion of uric acid is at its maximum, though the 
urine at this period very rarely dei)osits urates, owing to the 
depression or disappearance of its acidity ; and conversely, that 
after long fasting the urine is vciy apt to deposit urates, because 
it is then concentrated and highly acid, though the hourly rate 
of excretion of uric acid is then at its lowest ebb. 

A deposit of amorphous urates may be regarded as having 
either a physiological or a pathological signifleation. Physio- 
logically, a urate deposit may be expected after profuse sweating, 
violent exercise, prolonged abstinence from food and drink, and 
in cold weather. Under these circumstances the deposit is 
occasional, and its colour usually fawn or brownish. Pathologi¬ 
cally, the most common determining cause of the precipitation 
of the amoii)hou8 urates is the febrile state. Even a slight 
degree of pyrexia, as in a common cold, is usually iiccompanicd 
witli a urate deposit. 

The frequent or constant occurrence of a'brownish or red 
urate deposit without, or with only a feeble degree of pyrexia, 
is a circumstance to awaken suspicions of some serious organic 
disease ; but the indication is more general than spociaL Or¬ 
ganic disease of the lungs,heart, liver, spleen, or any other part, 
attended with emaciation and waste of the tissues, is usually 
accompanied with abundant deep-coloured urate deposit. 

Functional derangements of the digestive organs are also 
generally accompanied by pale urate deposits in the urine. 
Their occurrence depends, in many cases at least, as l)r. B. 
Jones has indicated, on a connection between the reaction of 
the mucous membrane of the stomach and that of the urine 
(see p. 50). 

Treatment ,—From what has been stated of the determining 
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conditions of the amorphond urate deposit, it is evident that it 
seldom requires direct treatment. Its indications are of more 
service in diagnosis and prognosis than in therapeutics. Some¬ 
times the peisistence of a urate deposit occasions such alarm 
to the patient that it may serve a good purpose to cause it to 
disappear, though no really curative end may be gained 
thereby. This is easily and harmless'ly effected by a few 
two-scrnple doses of citrate of potash. When this direct 
purpose is not aimed at, the treatment must be directed to the 
roraoval of the condition causing the deposit. 


IV.-0EYSTA1J.INE UftiTES. 

Uriitc of soda and urate of ammonia are sometimes deposited 
separately in urine, in the crystalline form, and under circum¬ 
stances wholly different from those which determine the preci¬ 
pitation of the amorphous urates. 

Urate of soda .—Urate of soda is familiarly known as a consti¬ 
tuent of gouty concretions. When 
the point of a lancet is thrust into 
one of the yellowish-white nodules 
so common on the ears of gouty per¬ 
sons, a whitish mortai’-like matter 
escapes, which, under the micro¬ 
scope, is resolved into myriads of 
long delicate needles, arranged in 
bundles or stars, or lying separately 
fFiff. 9, a a). 

Flu fi. Unite of soda. ' . 

Off. vromagontyooiicretiou; These acicular forms are never 

Artifieially prciMutnl liy adding; -i •. j i. i • .1 

i{q. to tlie ajaurjdious uiuto Ci6pOSltOu Sp0]lt&iQ6011Sly 111 tbo, 

urine: but they may be readily pro¬ 
duced by adding a little liquor sod® to the common amorphous 
urate, in a watch-glass, tjnd allowing the solution so formed 
to concentrate by evaporation in the air (Fig. 9, I V). 

Urate of soda is a comparatively rare spontaneous deposit in 
urine. It occurs, however, occasionally in gout, and in the 
febrile state, especially in children. It forms a whitish or 
yellow sediment, which sinks rapidly ; it is associated with a!i 
apid reaction of the urine, and is frequently, if not generally, 
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deposited in the bladder before the emission of the nrine. In 
this respect it differs from the amor]>hous urate, which is 
never deposited nntil the urine has cooled. 

Under the microscope the spontaneous deposit of urate of 
soda exhibits irregular, opaque, globular and lumpy masses, 
fi'om which project spiny crystals, sometimes straight, some¬ 
times variously curved (see Fig. 10). 

The occurrence of this deposit in the febrile complaints of 
infants and children probably depends on the urine being 
excessively scanty and concentrated and long detained in the 
bladder. Its appearance in such cases is temporaiy, and ceases 
on the rc-eslablishmcnt of the flow of urine. The annexed 
drawing (Fig. 10) was made from a deposit voided by a little 
child of three years. The child was suffering from severe 
infantile remittent, and no urine had been passed for two 
days. While I was examining the abdomen, the child cried, 
and the urine began to flow. The first portions were turbid 
and of a gamboge-yellow colour, and contained the spiny 
masses here delineated; after about an ounce of this had 
come away, several ounces of clear high-coloured acid urine 
followed. 


CKnicalhj, this deposit derives its 
chief importance from the circum¬ 
stance that it is precipitated within 
the urinary passages. The spiny 
crystals irritate the mucous mem¬ 
brane of the bladder or urethra ; and 
the latter canal may even be blocked 
up by impaction of masses of thedc- 
l)osit. It may also form a nucleus 
around which calculous matter may 
hereafter aggregate. The great 
comparative frequency of vesical 
calculi in children is not improbably 



Fio. 10. <iTyHt«l« of 

unite of Hotlii, Hiiont<’iiieoiii)jy 
dopositod tkun tlic uriue of a 
child. 


owing to the occurrence of this deposit in the numerous fugi¬ 


tive febrile attacks to which children are subject.* 


* The correctaoas of this oonjeotnro is fully homo out by the recent re- 
searches of Br. Vandyke Carter on, the Structure and Fonnation of Urinary 
.Calculi. , He found that urates formed the chief part of the nucleus in the 
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Urate of ammonia .—^When nrine becomes strongly ammo- 
niacal, it is liable to precipitate urate of ammonia, in addition 
to the mixed phosphates which are necessarily deposited under 
those circumstances. The urate of ammonia has nsnally a 
dense white colour; but I have known it possess a beautifiil 
violet hue. 

Two forms are seen under the microscope. The most com¬ 
mon are spheres and globular masses, 
which appeal- almost black by trans¬ 
mitted light, owing to their opacity 
(see Fig. 11, a). These spheres ai-e 
easily obtained by leaving a urine 
containing the amorphous urate to 
stand in the air until it becomes 
ammoniacal. The second form {V) 
occurs as very minute slender dumb¬ 
bells : these generally lie singly ; or 
two lie athwart each other so as to 
form a cross ; or three are united 
so as to form a rosette. They be¬ 
come coarser and larger with long keeping of the urine. This 
deposit has no special clinical sioniflcance; its occurrence is 




Fia. 11. Uralo of aniinona Bpon- 
tjiucoualy tlqiosittHl, a. 8i»htsrt*s 
Olid globular ; b, X>uiui>- 

liells, ei'osbes, ivbettes. 



merely an incident in the ammoniacal decomposition of the 
urine. It is a frequent ingredient'of the secondary phosphatic 
crust which invests urin.ary calculi in the later periods of their 
growtli (sec Urolithiasis). 


V.—OXALATE OP LIME. 

(Ozaluria; oxalic acid diathesis.) 

• NahoAl-cye characters .—A deposit of oxalate of lime is usually 
very scanty, and looks like a slight cloud of mucus. Owing to 
this, and its colourlessness, it seldom attracts the attention of 
a patient. If, however, the urine be transferred into a urine- 
glass immediately after emission, as is usually practised in hos¬ 
pital wards, the following appearances are produced, which are 
sufficiently characteristic to enable the observer to recognise 

majority of urinaiy calculi (Oa the Microscopic Structure of Uriaaiy Calculi, 
Loud. 1873.) . . 
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the deposit with certainty by the nnaided eye. The sides of 
the glass are seen to be traversed by very numerous fine lines, 
running in bands, transversely or obliquely, giving an appear¬ 
ance as if the glass were finely scratched. This apj^earance is 
due to the crystallisation of the oxalate on the fine lines or 
inequalities left after cleaning the glass by towelling. Tlie 
subsided portion is equally peculiar ; it consists of two parts— 
a soft pale-grey mucous-looking sediment occupying the bottom 
of the vessel, and overlying this a snow-w’hite denser layer with 
an undulating but sharply limited surface. The only other 
substance which crystallises in lines on the sides of the glass is 
uric acid : this is easily discriminated by the greater coarseness 
of the lines and their more or less brown colour. 

Micro-cMmical cMrmters .—Oxalate of lime occurs in very 
minute crystals, the largest only appearing to the naked e\ e 
as sparkling points. Two forms are met wnth. The most common 
are octahedra, greatly .shortened, or flattened, in one direction. 
The crystals present different appearances according to the side 
on which they lie. Commonly they rest on their short axis, 
and appear as squares crossed diagonally by a pair of lines 
(Fig. 12 a). As they roll over in the field of the microsco])e, 
they assume various forms—lengthened, iminted octahedra, 
crossed parallelograms, &c. {h c). Sometimes half-crystals ai’e 
seen—four-sided pyramids on a square base {(1 ); and some¬ 
times two such pyramids, instead of being united by their bases 
to form the ordinary octahedron, are separated by a short 
square prism (n). The second form of oxalate of lime is that 
of dumb-bells and minute ovoids and circles (Fig. 13). The 
different appearances are produced by the different postures 
assumed by the objects; and as they roll over in the field of 
the microscope the dumb-bell is seen to change to an ovoid or 
circle, and vice versd. Their real shape is that of an oval or 
circular disk, with rounded margins, and a depression in the 
centre on either face. 

The dumb-bells are probably identical in composition with 
the octahedra. Dr. Bird, in his later editions, exju’essed a 
doubt on this point, on the ground of their different behaviour 
with polarized light,* and suggested that they consisted of 

* Thudichum states that octahedra of oxalate of lime do polarise light, and 
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oxalurate of lime. Sohunck has recently shown that oxalura tc 
of ammonia may be found in normal urine.* If this prove 
to bo universally true, it would afford an easy explanation of 
the frequent occurrence of oxalate of lime in urine. The pre¬ 
cipitation of oxalate of lime as dumb-bells depends on some 
physical condition which interferes with the ordinary crystal¬ 
lisation. Very frequently urine depositing dumb-bells con¬ 
tains little masses of viscid mucus ; and it seems probable that 
a certain viscidity of the urine is essential to this globular 
precipitation.! 

Oxalate of lime is insoluble in alcohol, ether, water, and the 
vegetable acids; but it dissolves readily in the mineral acids. 
The urine depositing it is usually high-coloured and acid; very 
rarely neutral or faintly alkaline ; and never, so far as I have 
seen, freely alkaline. Oxalate of lime is often conjoined with 
uric acid and the amorphous urates: much more rarely with 
the stellar phosphate of lime. 

Production and occurrence. — The frequent occurrence of 
oxalic acid in the urine cannot.be a matter of surprise when it 
is remembered that it differs from carbonic acid—one of the 
chief final products of the disintegration of the tissues—only 
in possessing half an atom less of oxygen. It constitutes pro¬ 
bably one of the penultimate stages in the series of decompo. 
sitions through which the effete tissues pass preparatory to 
their final exit from the body. A large number of substances 
which occur in the body (uric acid, creatin, fats, starch, sugar, 
&c.) can be made to yield oxalic acid in the laboratoiy; and it 
is highly probable that a similar change occurs in the living 
economy. With regard to uric acid this has been positively 
ascertained by WShler; and Dr. Garrod has succeeded in 
showing that oxalic acid is present, sometimes at least, in th’e 
blood. 

that there is so reason to believe that the dumb-bells differ from them ii| 
composition. 

* Proceedings of Boy. Soc. 1867. 

+ The precipitation of carbonate of lime in spheres and close dumb-bells in 
the viscid urine of the horse is an example of the same kind. Mr. Eaincy has, 
shown a much wider application of the same principle in the calcifications 
which take place naturally in the hard tissues of the body. See Med.-Chir. 
Kev., vol. XX. p, 461. 
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It is therefore easy to understand how oxalic acid should 
exist in urine ; also that it may be partly derived from the 
blood and appear in the urine at the moment of secretion, and 
partly be produced after the urine is secreted by conversion 
from uric acid. Dr. Owen Eees has nevertheless expressed his 
strong disbelief in the existence of oxalate of lime in the blood, 
apparently on the ground of the chemical difficulty in conceiv¬ 
ing that oxalate of lime, from its insolubility, could exist dis¬ 
solved in the blood; he contends that all the oxalate of lime 
found in urine is produced from uric acid after separation 
from the blood.* These theoretical objections, however, do 
not avail against the positive fact, that oxalic acid and its com¬ 
pounds, even the insoluble oxalate of lime, pass through the 
blood into the urine when introduced into the stomach. 
Wohler found that oxalic acid given to dogs caused oxalate of 
lime to appear in the urine. Piotrowsky confirmed these re¬ 
sults by experiments on himself. He took, in divided doses, 
from 80 to 100 grains of oxalic acid in the course of about six 
hours, and found that from 8 to 14 per cent, appeared in the 
urine as oxalate of lime, mixed with a little alkaline oxalate. 
Similar results were obtained with the oxalate of soda. When 
the insoluble oxalate of lime was taken in the same doses, very 
much less of it ajjpeared in the urine; still ,|bout 1^ per cent, 
could be recovered.t 

Clinical mjnificancc .—Distinction must be made between 
slight occasional deposits, and large quantities occurring per¬ 
sistently. In the former case, it cannot be said positively that 
there is any departure from the normal state, seeing that 
oxalic acid is in all probability a natural constituent of urine : 
at least, it is constantly found in the urine of perfectly healthy 
ihdividuals. 

But when the deposit is constant and large, an abnormal 
state must be recognised to exist; and we are called upon to 

• “ On Cafcnlons Disease.” Crooniaa Lectures for 1866, pp. 2% jey. 

f Archir. f. PhysioL Ucilk. 1857, p. 122. Dr. Leared and Dr. Dyce 
DdekworCb have also found that taking Jiij of lime-water or a grain of ox^ie 
acid caused oxalate of lime crystals to appear in the urine of healthy persons. 
^ Barthcl. Hosp. Bep. 1866, p. 160; and Med. limes and Oaz. 1867, 
1 . 210 . 
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consider wliafc pathological significance it may have, and 
whether it supplies any indications for treatment. 

The most obvious inference is, that there exists in such a 
case a liability to the formation of an oxalate-of-lime calculus. 
This point, and the preventive treatment to be followed, will 
be considered in the section on calculous disease. 

But a much wider significance has been given by some 
authors to Oxalate of lime deposits; and a certain group of 
symptoms which arc alleged to accompany these deposits, has 
been erected into a distinct pathological state under the name 
of the oanlic acid diathesis. Dr. Front was the first to 2)ro- 
mnlgate this view; and he has been followed by Dr. Bird and 
Dr. Begbie. Dr. Bird gives the following account of the 
symptoms which accompany oxaluria:—“ They” (the patients) 
“ are generally much emaciated, excepting in slight cases, ex¬ 
tremely nervous, painfully susceptible to external impressions, 
often hypochondriacal to an extreme degree, and in very many 
cases labour under the impression that they are about to fall 
victims to consumption. They comjdain bitterly of incapa¬ 
bility of exerting themselves, the slightest exertion bringing on 
fatigue. Some feverish excitement, with the palms of the 
hands and soles of the feet dry and parched, especially in the 
evening, is often present in severe cases. In temper they arc 
iriitablo and excftable ; in men the sexual power is generally 
deficient and often absent. A severe and constant pain, or 
sense of w’eight across the loins is generally a prominent 
symptom, with, often, some amount of irritability of the 
bladder. The mental faculties arc generally but slightly af¬ 
fected, loss of mcmoiy being sometimes more or less present.” 
(Urinary Deposits, 5th ed. p. 251.) 

This train of symptoms is familiar enough to every praC 
titioner; and the occurrence of oxaluria in such cases is un¬ 
doubtedly common enough ; but these symptoms may be 
present in typical completeness without oxaluria, and conversely 
oxaluri^itlnay exist in its highest intensity, and even go on to 
the formation of a mulberry calculus, without evoking any of 
the above-mentioned symptoms. Every one who has had ex¬ 
perience in calculous disorders cannot have failed to observe 
that the subjects of mulberry calculus, especially children, arc 
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not nnfrequently in the enjoyment of blooming health so long 
as no local irritation has been set up by the concretion. It 
will also not fail to be remarked that the symptoms attributed 
to oxaluria are almost identical with those attributed to sper¬ 
matorrhoea. Disturbed eqniUbrinm and loss of tone of the 
nerrons system, with symptoms (more or less intense) of im¬ 
paired digestion, are unfortunately a too common resultant of 
the intense activity of mind and body, and the trying wear 
and tear of modern life : and both physician and patient are 
naturally anxious to find some material alteration to account 
for a condition which is sufficiently serious, and which is re¬ 
markable for its want of definition. The patient often fixes 
on some derangement of the sexual function, generally, in these 
times, on spermatorrhoea, under the inspiration of unscrupulous 
ptiblications too widely circulated among the curious public ; 
or on heart disease, consumption, or gravel. The physician is 
able by means of physical examination to set aside these more 
open delusions, but falls himself into the trap of his own 
ingenuity, and is only more elaborately wrong than his patient. 
He finds crystals of oxalate of lime in the urine, and persuades 
himself that he has discovered the first link in the chain of 
consequences. It may be much questioned (and I certainly 
see no necessity for such a supposition) whether there be any 
morbid condition antecedent to the plain symptoms of the case, 
namely, an overtasked and disturbed nervous system, and a 
mismanaged and deranged digestion. 

The facts and considerations which lead to the above reflec¬ 
tions are:— 

J. Intense oxaluria may exist persistently without 
evoking the group of symptoms attributed to the oxg,lic 
diathesis. 

2. This group of symptoms may exist in typical de¬ 
velopment without the occurrence of deposits of oxalate 
of lime in the urine. 

S. The most varied morbid states are found to coexist 
with oxaluria. 1 have been in the habit for many years 
of noting the symptoms and pathological states of those 
patients in the Manchester Infirmary who had pronounced 
oxalate of lime deposits. Five out of every six exhibited 
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none of the symptoms attributed to oxaluria. Almost 
every variety of isease was occasionally found associated 
therewith. ' The following especially were observed: 
chronic phthisis, cardiac affections, emphysema with 
chronic bronchitis, chronic rheumatism, ana3mia, hemi¬ 
plegia, malignant disease of the liver and stomach, 
chronic vomiting, and cirrhosis. 

I am sti'ongly convinced, that oxaluria arises from a variety 
of conditions—many of them not accompanied by appreciable 
departures from health—in which the assimilation of food or 
the disintegration of the tissues goes on imperfectly: and that 
it is impossible to assign any constant train of symptoms as 
the cause or the consequence of oxaluria. At the most, oxaluria 
is only one in a long list of symptoms, and one of the least 
significant. 

Beneke, who has subjected this question to an elaborate 
examination, both in the way of experiment and observation, 
has formulated the following propositions, which appear to me 
to be well founded:— 

1 . Oxaluria, a condition which accompanies the lighter 

or severer forms of illness, has its proximate cause in an 
impeded metamorphosis—that is, in an insufficient ac¬ 
tivity of that stage of oxidation Avhich clianges oxalic acid 
into carbonic acid. , 

2. Oxalic acid has, if not its sole, its chief source in the 
azotised constituents of the blood and food ; everything, 
therefore, which retards the metamorphosis of these con¬ 
stituents occasions oxaluria. 

3^ Such a retardation of the metamorphosis of - the azo-;; 
tised constituents of the blood may bo determined by the' 
following causes:— i 

a. Abuse of azotised articles of food (direct retardation). 

b. Abuse of saccharine and starchy articles of food (in¬ 

direct retardation), 

c. Insufficiency of the red blood-corpuscles and (even¬ 

tually) diminished oxidation. 

d. Insufficient enjqymmt of pure, fresh, ventilated air. 

e. O^anic lesions which in any way impede respiration 
. and the circulation of the blood. 
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f. Conditions of the nervons system which bear a cha¬ 
racter of depression, whcflier these arise primarily 
from mental derangement dr from pathological 
states of the blood. 

4. Excess of alkaline bases in the blood ; which, as 
numerous observations tend to show, plays an important 
l)art among tlie mtiological conditions of oxaluria: tod 
it is not improbable that an increased production of lakio 
and butyric acids in the digestive canal, consequent there¬ 
upon, impedes the development of the red blood-corpuscles, 
and thereby generates that chlorotic state which so often 
occasions and accompanies oxaluria. 

5. Catan-hal conditions of the intestinal mucous mem¬ 
brane, in case they are accompanied by oxaluria, have at 
most only a common source. They may determine 
oxaluria by causing deranged digestion, but cannot be 
considered as its proximate cause.* 

Trealment .—^After the foregoing reasoning and conclusions, 
it is scarcely necessary to say that oxaluria docs not, in the 
opinion of the present writer, furnish special indications for 
treatment: nevertheless it will be found that, apart from the 
e.xistence of organic disease, the conditions most frequently 
found associated with oxaluria, varied as they are, call for a 
tolerably uniform therapeutical action. They demand a 
•quickening of the oxidation processes, and a careful regula¬ 
tion of the diet. The skin should be encouraged to activity 
by systematic use of cold sponging, frictibn of the skin with 
flesh-brushes, wearing of flannel vests and drawers, regulated 
exercise in the open air—if available, horse exercise. Many of 
the cases yield only to repeated change of air : the bracing 
atmosphere of upland and sea-side localities generally suits the 
best. It will often be found advantageous to withdraw for 
a time the nse of tea and coffee, and to substitute milk : or if 
this prove heavy, milk mixed with one-fourth of lime-water. 
The diet should be judiciously compounded of due proportions 
of animal and vegetable substances—diminishing the one or 
the other group of aliments according to the ascertained 
* Zur Entwicklungsgesoliiclite d. Oxnlaric, by F. W. Beneke. OUttiogen, 

im. 
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idiosyncrasy of the patient. He must bo cautioned aj^ainst 
heavy meals, and trained to partake more moderately of four 
meals a day. Digestion may be promoted by the administra¬ 
tion of the mineral acids in light bitter infusions, or by small 
doses of the bicarbonate of potash in the same combination. 
It is not easy to determine beforehand which of those opposite 
medicaments will prove most grateful to the stomach. The 
rule of choice is, to administer the acid when the dyspeptic 
symptoms point to an atonic state of the organ and of the 
body generally, and the alkali when the signs point to gastric 
and general irritation. 


vr.—CYSTINP. 0,S,). 

* (iSipwuym—cystic oxide.) 

Cystine or cystic oxide is a crystalline body of great rarity, 
which is found only under certain abnonnal conditions in the 
bodies of animals. Hitherto it has been detected with cer¬ 
tainty only in man and the dog. Cloctta asserts that he found 
it once in the kidneys of an ox. 

Cystine was discovered by Wollaston in 1805, in a urinary 
calculus which was mainly composed of it. Since that time a 
considerable number of cystine calculi have been found in 
different parts of Europe and America ; but, as compared with 
other urinary concretions, this is one of the most rare. 

As a urinary deposit, cystine has been even less frequently 
met with than as a calculus : and as nothing is known touch¬ 
ing the organic processes and constitutional states in which 
cystine is produced, the clinical interest attaching to it is 
for the most part confined to its manifestations as gravel and • 
calculus. A number of cases have, however, been observed 
where cystine existed simply as a urinary deposit, or dissolved 
in the urine. 

The following case of cystine calculus with concurrent 
cystinnria occuned in the Manchester Infirmary:— 

J. M., ffit. 67, Emitted June 16th, 1874. There was no history of stone 
or grarel in any member of his family. He was quite healthy until 
January, 1873, when he suffered from repeated attacks of renal coUe. In 
April, 1873, symptoms of veSical calculus appeared, and these have oon- 

0 3 
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tinned ever since. On sounding, a stone was found in the bladder. The 
urine contained a good deal of |>us, and under the microscope munerous 
well-formed hexagonal crystals of cystine were detected (Fig. 14). 



t’ju. 14. Hiiatiils of Cystine siioutiuicoualy voliletl with the uriuo of J. M. 

This msui was subiccted to one sitting witli the lithotriteby Mr. Snnthain. 
Much initation of the bladder followed, with severe bronchitis, of which 
the patient died a fortnight after the ojxjration. M\jSe death extensive 
pyelitis with sacculation of the kidneys was found; and broken portions of 
a cystine calculus were discovered in the bladder. 

Generally, urine depositing cystine is turbid wbcu Toided : 
and on standing, a copious light sediment subsides, much re¬ 
sembling (to the naked eye) fawn-coloured lithates. The urine 
from which cystine is deposited has frequently a peculiar sweet- 
briar odour, a honey-yellow colour, and an oily appearance It 
is usually faintly acid and very liable to spontaneous decompo¬ 
sition, in the course of which it evolves sulphuretted hydrogen, 
and blackens whiSj glass vessels. Dr. Golding Bird observed 
that urine containing cystine changed from yellow to green 
when it became decomposed. 

A few drops of acetic acid altvays precipitate an additional 
quantity of cystine from the supetaatant urine; and if a urine 
containing cystine holds it all in solution, as may happen 
when the quantity'is very small, acetic acid throws it down. 

A deposit cS cystine is not dissolved by heat, nor by the 
vegetable acids. It is instantly dissolved by caustic ammonia. 
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and if the solution be exposed in a watch-glass to evaporation 
in the air, beautiful six-sided crystals are obtained as the volatile 
alkali exhales (Fig. 15). This is the characteristic reaction of 
cystine, and leads to its easy identification. Cj'stine is also 
soluble in the carbonates of the fixed alkalies; but not in car¬ 
bonate of ammonia, which indeed is its best precipitant from 
acid solutions. It is soluble also in the mineral acids, but 
insoluble in acetic and tartaric acids. It is insoluble in water 
and alcohol. Heated on a platina foil, it evolves thick white 
fumes, having a peculiar offensive odour resembling garlic. 

Cystine is a body of very weak affinities, witliout taste or 
smell; it acts as a feeble base, and forms crystalline compounds 
with nitric and hydrochloric acids. According to Pelouze it 
may also play the part of an acid ; he obtained two compounds 
with silver, which he denominated cystates.* 



Fio. ir». Cystiiu*. Hfxngoiial tablets aiwl prisms fn*m an evaporated ainmoniacul 
solution. 

A spontaneous deposit of cystine in urine is composed of 
hexagonal tablets. When the ammoniacal solution of cystine 

* ** JVbte sur la ctfstine ” by Pelouze, appended to Civiale’s Mimmrc 
les ceUeuU de cyaine, at p. 441 of Civiale’a treatise Du traiUmeni mldictd dfe 
Id jpitrrtm Some Iurthfo' considerationB respecting the constitution and physio¬ 
logical relations of cystine may be found in a paper by J. Dewar and A. Ghungee, 
In the Joum. for Anat. and Phytiol. 1870. 
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is allowed lo eyaporatc in the air, magnificent crystals arc 
obtained, which furnish brilliant objects for the microscope. 
Cystine is dimorphous, and crystallises in two forms, namely, 
as six-sided tablets and square prisms (see Fig 15). 

The ammonincal solution generally deposits hexagonal plates 
only, or tlicsc mixed with a few prisms ; sometimes, how¬ 
ever, the prisms arc more abundant than the plates. The 
prisms cither lie singly or form stars; they refract light 
strongly, and the facettes which lie slantingly out of the direct 
line of vision appear ])erfcctly black, contrasting with the 
brilliant lustrous white of the planes through wdiieh the light 
passes vertically. This gives a peculiar striped appearance to 
the prisms, and causes them to aiipcar dea-ptively six-sided. 
The hexagonal tablets have an iridescent mother-of-jxiai-1 
lustre ; their surfaces arc often beautifully chased by lines of 
secondary crystallisation ; they also form thick rosettes of great 
brilliancy. 

The production of cystine in the animal body has as yet 
received no elucidation. It may, however, be assumed that it 
pre-exists in the blood, and is merely separated by the kidneys. 
The most remarkable fact respecting the constitution of cystine 
is the large amount of sulphur (nearly 26 per cent.) which it 
contains. The close analogy of composition between it and 
taurine, renders it not improbable that the liver is the original 
source of cystine ; * and the discovery of cystine in the livers 
of typhus patients by Scherer f lends support to this view. 

The other constituents of the urine have not been found 
altered in any constant manner in cystinuria; and the later 
analyses of Beale % and Toel § tend to support the original 
opinion of Civiale, that in cystinuria, as in most otlmr calculous 

■* Tlio close coDncction lictwccn cystine and taurine may be gatliered at a 
glance by & comparison of their composition pier cent. 



Cystine. 

Taurine. 

Carbon . 

. 3000 

19-20 

Hydrogen . 

. . 600 

5-00 

Nitrogen 

. 11-66 

• 11-20 

Oxygen 

. . 26'CC 

38-40 

Sulphui'. 

. 26-66 

25-60 


t Ansbiv f. Path. Anat., Bd. x. p. 228. 
t Urine anj Urinary Calculi, p. 311. 

§ Ann. dcr Chem, n. Pharm., Bd. xcri. p. 24. 
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states, the composition of the urine, apart from the dominant 
calculus-forming constituent, is normal. The excretion of 
sulphuric acid was not found diminished in a case examined 
by Beale. It would be of more interest to determine the 
amount of unoxidized sulphur voided with the urine in these 
cases. AVhen it is remembered that from :J to 5 grains of 
nnoxidized sulphur are daily discharged with tlic urine by 
healthy men,* it would seem d priori not iiiiprcjbable that 
cystine is only the sulphur extractive in a new form. If it 
be so, one would expect the unoxidized suljthur to be dimi¬ 
nished in cystinuria. 

Deposits of cystine svre very bulky ; but tlic quantity, 
when weighed, is found unexpectedly small, rercentage 
determinations have been made by Front and Beale. The 
former found 0'034, and the latter 0‘0'J. Toel made a deter¬ 
mination of the (iai/y c.xcretion in two sisters of Bremen, 
whosc.urinc contained cystine both as a deposit and iir solu¬ 
tion. lie obtained the same daily average in both—namely, 
21 'G grains.f 

Cystine mayjpersist in the urine for many years ; it may 
disappear for a while, and rc-appear again after a longer or 
shorter interval; or it may disappeai- permanently. It is 
sometimes succeeded by deposits of uric acid. The connec¬ 
tion of cystine in the urine with deposits of the earthy phos¬ 
phates, on which Front aud Civiale insist, is 2)robab]y nothing 
more than a coincidence depending on the strong tendency 
of urine containing cystine, to deconumsc and become 

* Eonalds : I’liil. Trans. 18t7, p. 4fil. The obsen’ations of Keiialils hare 
been since confinnod by Griffith and Parkes. The same has licen found in the 
urine of dogs by Bisehoff and Voit. 

+ Those results of Toel arc, however, of doubtful trustworthiness, in.asniuc^ 
■as he seems to have follovrcd a faulty analytical process. This was, first to 
estimate the S 0, in a known quantity of the urine ; then to take an e<iual jwr- 
tion of the same urine, cvaiH>rate to dryness, and burn the residue with a mi.v- 
ture of carl), soda and nitrate of potash. lie then determined the S 0, in the 
fused mass ; and liaving subtracted the sulijhnr previously found as S 0,^ ap¬ 
portioned the rest to cystine. Ho seems to have forgotten that the urine might 
contain unoxidized sulphur, which would of course apisjar as K 0^ under the 
plan of analysis followed. 

X new case of cystinnria has lieen published by Marowski—.\rchiv Khn. 
Med. ir. 449. Additional cases of cystine calculi have been recorded by l)r. 
beared, Path. Soc. Trans, xxiii. 165; and Glzmann (4 case.*) Wien. Me<l. 
Woch. 13&14, 1871. 
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ammoniacal, whereby the phosphates arc Heoessarily pre¬ 
cipitated. 

One of the most cnrions circumstances in the history of 
cystine is the unquestionable tendency which it shows to run 
in families. The facts bearing on this point will be referred 
to in treating of cystine calculus. 

Cystine has been found mostly in children and young adults ; 
though no age is exempt. Dr. Shearman, of Kotherham, 
believes that scrofulous children and chlorotic females are 
especially liable to cystinuria. In a young woman from whoni 
Mr. Jordan extracted a cystine calculus some years ago, in the 
Manchester Infirmary, I found considerable tuberculous con¬ 
solidation of both apices. The more recent researches of 
Fabrc * do not support the opinions of Dr. Shearman. Pabre 
examined the urine of a large number of tuberculous persons 
and of thirty-six strumous children, but failed to detect a trace 
of cystine. In fifteen chlorotic females he likewise obtained 
negative results. 

It is undoubted that persons may void cystine for years, 
without any other deviation from health than what is caused 
by the physical irritation of the concretions, when these form. 
The brothers Planta, operated on by Civiale for immense 
cystine calculi, were known to have been excreting cystine in 
quantity for six years continuously, witliout any impairment of 
health. The sisters observed by Toel looked well, and were 
perfectly health}', except that they were liable to nephritic 
pains from time to time, when they passed small calculi and 
gravel. • 

The clinical significaim of cystine is therefore chiefly, if not 
wholly,- the danger of the formation of stone and gravel. 

' The treatment of cystinuria, apart from that which is 
designed to prevent the formation of concretions, is neces¬ 
sarily, so long as the rationale of its production is so obscure, 
unsatisfactory. Dr. Prout believed he saw benefit from the 
long-continued use of nitro-muriatic acid. Dr. Bird, on the 
other hand, found the same remedy useless. If chlorosis or 

* A. Fabre ; Dc Ja eyttine, &o. Paris Thesis, 1S59. Fabre calls attention 
to the hexagonal appearance of uric acid crystals -when precipitated by acetic 
acid; and he attributes the conclusions of Shearman to confounding these 
•with cystine crystals. 
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struma co-exist with cystinuria, these will of course demand 
th^ir appropriate treatment; but as yet nothing is known 
which can pretend to have any direct influence in checking 
the formation of cystine. It may bo borne in mind, how¬ 
ever, that if the general health can be maintained at a good 
standard, and the danger of palculous formation warded off 
—both of which objects medical treatment may fairly hope 
to attain—^the persistence of cystinuria may be looked on 
without much anxiety. 

Vir.—XANTHINE (C,„H,N.Oj. 

{Synonyms—miiOiie uxitic ; wic oxuU.) 

This rare substance was originally discovered by Dr. Marcet, 
about the year 1817, in a urinary calculus given to him by 
Dr. Babington. This concretion weighed only 8 grains, and 
had apparently been passed spontaneously. In 181(J the elder 
Langcnbeck removed from a peasant boy, eight years of age, 
a stone as large as a small egg, which was afterwards iden¬ 
tified by Stromeyer with the xantbic oxide or xantliine of 
Marcet. In 1837 a portion of this stone was analysed by 
Liebig and Wohler in 1846 it was re-examined by Bodo 
Unger f with identical results. The name Xanthine was origi¬ 
nally used by Unger to designate a substance found by him in 
guano, whicli ho at first considered identical with Marcet’s 
xanthic oxide, but which he subsequently established as a new 
substance under the name of guanine; the name xanthine 
then passed permanently to Marcet’s xanthic oxide. 

In 1829, Laugier^ described some minute calculi obtained 
from a patient who had passed, severah Three of these were; 
handed over to Laugier ; the largest of them weighed less than 
one-sixth of a grain. Their deep yellow colour, their spherical* 
form, their smooth surface, seemed to indicate that they con¬ 
sisted of uric acid. They proved, however, to be xanthine, and 
yielded the characteristic reaction with nitric acid and potash. 

Professor Dulk, of Kdnigsberg, removed a xanthine calculus 
weighing. 7 grains from the urethra of a boy (Bird). 

* Foggend. Ann. der I’hygik, 1837, Bd. xH., p. 393. 

+ Liebig’s Ann. dor Chem. und Hutrm., Bd. Iviii. p. 18. 

X Joum. de Chim. MM., vol. v. 1st series. 
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In 1866, Mr. T. Taylor discovered in the Museum of the 
London College of Surgeons a calculus composed of nearly 
pure xanthine. "When entire it weighed 90 grains. It was 
extracted from a Mussulman child, four years old, by Mr. Coles, 
a surgeon in the employ of the East India Company.* * * § 

Xantliinc is a substance closely connected with uric acid, 
differing from it in composition only in possessing two atoms 
less of o.vygen. Xanthine has been discovered by Scherer in 
the blood; also in the muscles, liver, spleen, and brain. 
Scherer f farther states that a very minnte quantity of xan¬ 
thine is a natural constituent of healthy urine. Heller has 
been unable to convince himself of the correctness of this 
statement.^. 

Xanthine has been met with five times (as above recorded), 
as a urinary calculus : as a urinary deposit it is alleged to have 
been encountered by Bird, Douglas Maclagau, and Bence Jones. 
Maclagan found it mixed with earthy phosphates in the urine 
of a hysterical girl.§ Dr. Bence Jones’s case was a school-boy 
between nine and ten years of age. Three years before he had 
suffered an attack resembling nephritic colic, but without sub¬ 
sequent passage of a stone. When first seen, the urine made at 
night contained a small quantity of albumen, but that of the 
morning contained none. A mouth later the urine was found 
“ quite thick and deep coloured. A drop was placed under the 
microscope, and a crystalline deposit was found resembling one 
iorm of uric acid. From this form 1 considered the deposit 
was uric acid—(the crystals were pointed ovals). On examin¬ 
ing the unfiltered urine for albumen by heat, I was surprised 
to sec the crystalline deposit entirely dissolve. A fi’esh portion 
of sediment showed the same crystalline appearance and the 
•same solubility by heat. ... A day or two afterwards 
another specimen was brought to me, containing the same.crys- 
talline deposit soluble by heat. The sediment formed about 
an eighth of the bulk of the fluid. It was collected on a filter, 

* Fatb. Soc. Trans, xix. '27“i. 

+ Liebig’s Ann. d. Ch. u. Ph., Bil. evii. Heft 3, 1853. 

J Heller’s Uarnconcretionen, p. 13t', note. 

§ Edin. Med. Jonm., 1858, p. 121. Scherer donbtsthis case ; and thinks 
the reaction mentioned by Maclagan insufficiently characteristic. 



XANTHINE. 


9 » 

washed with alcohol, and it gave the following reactions ;—It 
dissolved in water and hydrochloric acid ; when treated Avith 
nitric acid it dissolved without effervescence, and when evapo¬ 
rated to dryness it left a yellow residue.”* Further examina¬ 
tion of the urine on subsequent occasions yielded no traces of 
xanthine. 

Jackson thought he detected xanthine in diabetic urine; 
but the tests he relied on were untrustworthy. Lehmann was 
unable to detect xanthine in several diabetic urines which he 
examined. 

Purified xanthine, according to Stildeler (who ojjeratcd on 
xanthine obtained from Laugcnbeck’s calculus), shows itself 
under the microscope as very small irregular granules. When 
dried it forms brittle crusts, almost chalk-whitc, Avith a slight 
tinge of yellow, which become dceper-eoloui'ed when jwwdei’cd. 
When rubbed, xanthine acquires a Avaxy lustre. It is soluble 
in alkalies, also moderately freely in concentrated and Avanii 
hydrochloric acid. This solution becomes turbid on cooling, 
and deposits quadratic octahedra of a combination of xanthine 
Avith the acid. It dissolves Avithout effervescence in nitric 
acid, and the solution on evaporation leaves a bright yellow 
residue, which becomes violet-rcd Avhen treated with solution of 
caustic potash.t The solubility of xanthine in water is subject 
to extraordinary variations, Avhich arc not yet understood. 
Stiidcler found pure xanthine from Langenbcck’s calculus to 
dissolve in 13,333 parts of cold and in 1178 parts of hot water. 
Strecker found aitificial xanthine, prepared by him from gua¬ 
nine, to vary in its solubility according as it was obtained 
from the cvairorated ammoniacal solution or precipitated from 
its alkaline solutions by acetic acid. In the former case the 
solubility in hot water was, in round numbers, 1 in 1350 f 
but in the latter, 1 in 396. Pi'olonged boiling Avas found by 
Strecker to lessen the solubility of xanthine in hot watcr.J 

* Joum. of Chemical Society, Feb. 1862, ii. 70. It may bo remartert that 
in no previous account of xautbinc have criintaU of that substance been found. 
It is to be wished that in Dr. D. Jones’s case the identification of xanthine Jnid 
been more perfect. 

t Strecker: Liebig’s Ann., May, 1861, IJd. cxviii. p. 158. 

{ Ibid; p. 168. See also a recent paper “ Sur la Xanthine et s.a n chcrcho 
dans les ealculs vesicaux,” Lebon. Comptes Eendus, Ixxiii. 47. 
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VIII.—LEirCINE AND TYEOSINK 

These two substances were found by StJldeler and Frerichs 
in the urine in typhoid fever and acute yellow atrophy of the 
liver. Tyrosine has even been found to form a natural urinary 
deposit in the latter disease. This deposit is described by 
Frerichs as a greenish-yellow crystalline sediment, which in¬ 
creases considerably with slight evaporation of the urine. 
Under the microscope, greenish-yellow globulur masses, com- 



JU. Tymslno, Hj)ouUinronsly Oc]«»sitort from tlie uiiim of a with actito 

yellow utiv]»Uy of Uio liviT. 

posed of aciculaj- ciystals are seen. In one of Frerichs’ cases 
of acute yellow atrophy, he says of the urine :—“After stand¬ 
ing in the cold air, a greenish-yellow light sediment was 
deposited, consisting entirely of acicular crystals of tyrosine 
aggregated together in globular masses. When a drop of urine 
was evaporated on a Avatch-glass, it left behind a residuum, 
•which, upon microscopical examination, was found to be almost 
c.Kclusively composed of the most characteristic possible crys¬ 
tals of leucine and tyrosine, partly saturated with colouring 
matter.” • Frerichs regards the occurrence of these deposits 
as of groat importance in the diagnosis of acute yellow ateophy 
of the liver. 

In May, 1865, my assistant, Mr. Clements, brought me a 

• Frericlus on Dis. of Iiivcr, Syd. Soc. Trans., toI. L, Frontispiece, Fig. B, 
nnd p. 220. 



PHOSPHATES. 


93 


specimen of urine passed by a young woman who was suffering 
(and died the day after) from acute yellow atrophy of the liver, 
in the home district of the Manchester Infirmary. After stand¬ 
ing forty-eight hours, it had deposited an abundant sediment 
of tyrosine, crystallised in sheaf-like bundles of acicular crys¬ 
tals (sec Fig. 16).' 

Xanthine, hypoxanthine, tjimnine, tyrosine, leucine, creatine, 
and areatinim, may be all regarded as intcmicdiate steps in 
the regressive met^orphosis of azotised tissues, of which the 
ultimate stages are urea, uric acid, water, and carbonic acid. 
It is therefore not suriwising that they should be found in 
small quantities in the tissues and the blood; and that a 
retardation of this metamorphosis in some i)articular stage 
should occasion their appearance in the urine. 

Hitherto their clinical significance has not been made out 
with sufficient clearness to be of practical service; and the cir¬ 
cumstance that (except xanthine and tyrosine) they never form 
spontaneous urinary deposits, removes them (at present) from 
the interest and view of the practitioner. But it is not impro¬ 
bable that the study of these bodies in the urine may hereafter 
lead to important clinical indications; until then, it is nob 
desirable to load a practical work like the present with details 
respecting them.* 

IX _rnosPHOEic acid and the phosphates. 

Phosphorus exists in the animal body in large quantities, 
either oxidized into phosphoric acid, and united with bases so 
as to form phosphates which pervade the fluids and solids— 
especially the bones; or nnoxidized, and combined in some' 
manner not yet understood with albuminous compounds. 

Phosphoric acid passes out of the body partly with the faces 
and partly with the urine. The diurnal excretion of phos¬ 
phoric acid by the kidneys varies from 30 to 90 grains. The 
mean of twenty-five sets of observations collected by Dr. 

* a paper by K. B. Hoffmann, in Virchon’’s Archiv, BJ. 48, p. 358, may 
bo referred to as containing a large amount of information respecting the 
excretion of creatinine in bealth and disease. 



94 


INORGANIC DEPOSITS. 


Parkcs, ■was 48'80 grains a day. Two-thirds or three-fourths 
of this arc combined with potash and soda to form soluble 
phosphates, which do not come under the notice of the practi¬ 
tioner as urinary deposits. The remainder is united with lime 
and mtignosia to form salts, which, though soluble in acid 
urine, arc speedily precipitated when the 'secretion becomes 
alkaline, and constitute urinary deposits. 

Phosjdioric acid is derived in part directly from the food; 
in part also from the oxidation within the body of the phos- 
phonis of the albuminoid tissues. The hourly excretion of 
phosphoric acid rises considerably after meals ; and the earthy 
phosphates undergo a proportionally larger increase than the 
alkaline phosphates. In a series of observations extending 
over six days, I found that the average hourly separation of 
the earthy phosphates during the two hours preceding diimer, 
amounted only to one-half the quantity scjiarated during the 
third and fourth hours after dinner. The alkaline phosphates 
rose from [M? grains per hour before dinner, to 4*90 grains 
after dinucir. 

The food is, however, not the sole source of the phosphoric 
acid of the urine; and the separation of it goes on, though in 
greatly diminished quantity, after prolonged fasting. 

A very large number of observations have been made on the 
excretion of phosphoric acid in disease, but with results of 
slight clinical value. Dr. Bence Jones has formulated the 
following conclusions (fonndqd on determinations per 1000 
parts):—“ In acute inflammation of the brain, there is an 
excessive amount of phosphates in the urine. When the in¬ 
flammation becomes chronic, no excess of phosphates can be 

showm to exist.In some functional diseases of 

•the brain, an excessive amount of phosphates is observable j 
this ceases with the delirium. Delirium tremens shows a 
remarkable deficiency in the amount of phosphates excreted, 
provided no food is taken. When food is taken the diminu¬ 
tion is not apparent.” * These observations are substantially 
borne out by the observations of Tomowitz and Beale. 

. Professor Vogel ascertained the rate of excretion of phos¬ 
phoric acid in a very great number of acute and chronic 
* Medico-CUr. Trans., vol. xzxviii. p. 261. 
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diseases (havinjg made above 1000 observations), but without 
eliciting any conclusions capable of clinical use.* 

To the practitioner,-therefore, the interest of phosphoric 
acid and the phosphates in the uripe, is confined to the earthy 
phosphates which come before him as urinary deposits and 
Hiinaiy concretions. 

Dr. Front dignified with the name of “phosphatic diathesis,” 
the tendency to the deposition of the earthy phosphates in the 
urine. Dr. Bence Jones t has, however, clearly shown that 
tliis designation is wholly inappropriate. There is not the 
least reason to Mieve that there is any constitutional state 
specially characterised by an excessive excretion of phos¬ 
phates ; the phosidiatic diathesis of Front is simply ammoniacal 
nrinc. 


J)EPOSITS OF EARTHY rHOSPHATES. 

Fhosjdioric acid is spontaneously deposited in the urine 
chiefly,.if not exclusively, in one of the three following com¬ 
binations :— 

1. Amorphous phosphate of lime, or bone-earth (3CaO, 

FO,). 

2. Crystallised phosphate of lime ( 2 Ca 0 ,n 0 ,F 05 -f-3Aq.). 

3. Ammoniaco-magnesian phosphate, or triple phosphate 

(NH 40 , 2 MgO,P 05 -H 2 Aq.). 

These three compounds are occasionally precipitated together 
in one deposit; much more frequently the first and third arc 
found together, forming the ordinary sediment of ammoniacal 
urine. Tliis latter passes under various names, viz.:—“ the 
mixed phosphates,” the “ secondary phosphates,” or “ fusible 
matter.” This will come under notice again as the special 
constitu^t of secondary calculous formations. 

The earthy phosphates are readily soluble in the natural 

* Neubaoer and VogeP: Analysis of tho Urine, Syd. Soc. Trans, p. 41S 
—where the reader is referred for fuller infonn.ation. Dr. Paton found that 
mental work caused no increase, but rather a diminution, of the phosphates in 
the urine, ^ourn. of Anat. and Phys., May, 1871. 

t Animal Chemistry, p. 85. 
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acid of the nrine; hut are insoluhle in neutral or alkaline 
fluids. 

Their precipitation as deposits is, therefore, properly asso¬ 
ciated with an alkaline state of the urine; it is, nevertheless, a 
fact that the second and third forms are occasionally deposited 
in urines that are neutral or feebly acid. • 

Urines deiTOsiting the earthy phosphates, or tendibg thereto 
by their neutral or feebly acud reaction, usually become turbid 
when heated; but they clear instantly on tlie addition of any 
acid. This behaviour has been variously explained. Some 
have thought that the heat expelled the carbonic acid which 
held the earthy phosphates in solution ; others, that the heat 
caused rapid decomposition of the urea into carbonate of 
ammonia, and thereby suddenly increased the alkalescence of 
the urine. Scherer thought the circumstance due to the con¬ 
version of the neutral phosphates of lime and magnesia into 
basic salts. 

1.—^Amokvhous I’liosmATF. OF JiiM!;, Oft Boxs-K,i.nTU. 

This compound is invariably precipitated in alkaline urine. 
\Vlien the urine is alkaline from fixed alkali, this is the ordi¬ 
nary, and often the sole deposit; but far more frequently it is 
accompanied by the triple phosphate. 

It forms an amorphous, whitisli, light flocculent deposit, 
indistinguishable by the naked eye from epithelium. It has 
no affinity for the colouring matter of the urine, and is conse- 
<iuently of a paler colour than the supernatant urine, differing 
in this respect from the amorphous urates. The surface of 
the urine is generally covered with an iridescent film. 

The application of heat does not dissolve the deposit, but, 
on the contrary, increases it. A drop of any acid causes it 
instantly to disappear. Under the microscope it appears as 
very pale, minute granules in irregular clumpa or patches, 
much resembling the fawn-coloured lithates (see Fig. 8). 

Its occurrence depends simply on the existence of an dkaline 
reaction, and the presence of lime and phosphoric acid in the 
urine. 

This is riic normal deposit of the alkaline urine after a meal. 
It is also frequently seen in persons whose urine has been ren- 
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dered alkaline by remedies (carbonates, acetate^ citrates of the 
alkalies, &c.), and after the excessive use of sweet and subacid 
fruits. The turbidity caused by the amorphous phosphaie 
exists in its greatest intensity at the moment of emission of 
the urine, and does not increase on cooling. 

The clinical significance and treatment of this de{x>sit oi’c 
entirely involved in those of alkaline urine. Bone-earth alone 
very rarely constitutes a urinary calculus j but it enters largely 
into the composition of phosphatic calculi in combination with 
the ammoniaeo-magnesian phosphate. 


2.—CBYSTAUIilSEB PbOSPHATE OF LiME, Oil STKLLAB PhOSI-HATE. 

Dr. Hassall first called attention to the existence of a 
crystallised form of phosphate of lime occurring as a urinary 
deposit In 1800 he communicated a paper to the Iloyal 
Society on the composition and pathological importance of the, 
calcareous phosphates occurring in the urine as a spontaneous 
deposit of stellar crystals. He considered these crystals to 
consist of biphosphate of lime ; he also believed them of far 
graver significance than the triple phosphate of ammonia and 
magnesia. 

In 1861 I had an opportrmity of re-examining this question*, 
and published the results of my observations in the British 
Medical .Journal for March 30, 1861. 

The crystals in question present considerable variety of 
form (Fig. 17). 

The prevailing appearance is that of crystalline rods or 
needles, either lying loose (tl), or grouped into stars, rosettes 
(a a), fens (J), or sheaf-like bundles (c). Some of the crystals 
are club, or bottle-shaped (e e), and abundantly marked with 
lines of secondary crystallisation. 

In a case of diabetes under my care .in the Manchester Infir¬ 
mary, these crystals formed a constant deposit. The urine had 
been brought down by apjiropriate treatment to fifty ounces a 
day, and the patient was steadily gaining flesh and strength. 
The deposit was often mixed with oxalate of lime, and some¬ 
times with uric acid; but never, except as the result of putre¬ 
factive decomposition, with the triple phosphate. I managed 
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to collect about two grains of the crystals in a pure state, and 
subjected them to analysis. The results indicated the following 
formula : 2 CaO,HO,PO. + 3 HO. 



Fiu. 17. Sturn oiul rods of oryKtalliBed pliospimfxi of lime, or Btellar plioapliutc. 


By adding a little chloride of calcium to healthy urine, and 
reducing its acidity to near the neutral point with caustic soda, 
I have often succeeded in obtaining an abundance of crystals 
closely resembling those occurring spontaneously in urine. 
The reaction of the urine in which I have found the crystal¬ 
lised phosphate of lime has been sometimes faintly acid, jnore 
often neutral, or alkaline. 

The occurrence of a deposit of the stellar phosphate in urine 
is not common. It is, in fact, a rare deposit, as compared with 
oxalate of lime, uric acid, or the triple phosphate. The presence 
of this deposit in quantity is, according to my experience, an 
accompaniment of some grave disorder. In addition to the 
case of diabetes already mentioned, I have seen the stellar 
phosphates in cancer of the pylorus, once in phthisis, and more 
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than once in patienta exhausted by obstinate chronic rheuma¬ 
tism. They may, however, under peculiar conditions, be pre¬ 
cipitated in a healthy urine. When the urine is rich in lime, 
and its acidity is at the same time depressed to near the neutral 
line, Stella) of phosphate of lime may form quite independently 
of any grave border, merely as the result of a coincidence in 
the chemical composition and reaction of the urine. For ex¬ 
ample, after a full meal the acidity of the urine becomes 
grcatly reduced, and lime derived from the food is in excessive 
proportion. In such circumstances, I have several times de¬ 
tected stellffi of phosphate of lime, but only in scanty numbers. 
A depressed acidity of the urine is an essential contingent to 
the formation of these crystals ; and if the urine subsequently 
to their formation increase in acidity, they may spontaneously 
disappear. 

3.—The Phosphate of Ammonia and Magnesia, oh Triple 
Phosphate. 

This is an insoluble crystalline compound, which occurs very 
frequently as a urinary deposit—sometimes alone, but much 
more commonly accompanied with the amorphous phosphate of 
lime. When unmixed with any other substance, the deposit 
has a snow-white appearance; and bright, sparkling, colourless 
crystals are observed studding the sides of the urine-glass and 
forming a brilliant crystalline film on the top. The ordinary 
form of the crystals is a triangular prism with bevelled ends. 
A very great variety of subordinate forms are produced by a 
planing-off of the ridges and angles, and a hollowing out of the 
sides (Fig. 18). In a highly ammoniacal urine, the magnesian 
phosphate forms elegant di-elytral crystals, which appear to 
arise from a hollowing of the sides and a deep notching of the 
empties of the prisms. 

The triple phosphate is easily soluble in acids ; yet it may 
be found in urine that is feebly acid to test paper. Heat does 
not affect it; and the mine which deposits it commonly be¬ 
comes turbid on boiling. 

This deposit is necessarily present in ammoniacal urine, ex¬ 
cept in the very rare contingency of the urine not containing 
any magnesia. When urine is alkaline from fixed alkali, crys- 
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tals of this salt generally appear after a while. This is easily 
explicable after the demonstration by Nenbauer and Heintz 
that ammoniacal compounds exist in small quantities exen in 
fresh natural urine. 



Fi(}. 18. Different fonns of triple phosphate crystals. 


In the immense majority of cases the deposition of this salt 
is only an incident due to the loss of the acid reaction of the 
urine, and especially of ammoniafcal decomposition of the urine. 
Occasionally, however, it occurs in fresh urine which is neither 
decomposed nor sensibly, (to the smell) ammoniacal. The fol¬ 
lowing is the most remarkable instance which I hare witnessed. 
J. P., a gentleman, aged twenty-nine, of a moderately healthy 
appearance, but irritable temperament, consulted me on account 
of a sense of weakness in the baeik and loins, with general 
debility and languor, and a tendency to sudden perspirations 
and fits of nervousness. There was severe smarting at the close 
of micturition. He had suffered from gonorrhoea three years 
previously, but had been completely free from any urethral 
discharge for some time. The urine was examined on several 
occasions. It was faintly acid when voided; and deposited, 
sometimes before it was cold, and generally within a couple of 
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hours, an abundant precipitate of the unmixod ammoniaco- 
magnesian phosphate. The annexed note was taken of the 
urine voided at 11.30 a.m. on January 28, 1861. “ In half-an- 
hour it was found transparent, perfectly sweet {i.e, not pu¬ 
trescent), faintly acid ; and sparkling crystals of the triple 
phosphate could be seen floating in it. At four p.m. the same 
day the specimen was quite clear; brilliant crystals of triple 
phosphate studded the sides of the glass, and at the bottom 
was collected an abundant snow-white deposit of the same 
crystals. The urine was not albuminous, ucither did it con¬ 
tain pus or epithelium. On the following day the specimen 
continued unchanged ; but qpi the fourth day the reaction had 
become faintly alkaline; the deposit was losing its snow-white 
character, and reddish flakes, composed of s])heres of urate of 
ammonia had become deposited. From this date the urine 
began to decompose, and speedily became ammoniacal and 
offensive.” This condition of the urine, together with the 
unpleasant symptoms before noted, gradually disappeared in 
the course of six weeks, under the influence of cold sponging, 
systematic exercise in the open air, and the administration of 
dilute nitric acid in a bitter infusion. 


X.—CARBONATE OP LIME. 

When urine becomes alkaline from carbonate of ammonia, a 
small quantity of carbonate of lime is precipitated in an amor¬ 
phous condition with the earthy phosphates. I have only seen 
it in a crystalline form in human urine when voided as gravel 
or small calculi: it is said occasionally to occur in globular 
spheres and comucopia-like crystals (Bird, Hassall). In the 
alkaline and viscid urine of the horse, carbonate of lime is 
frequently deposited in the form of minute spheres composed 
of radiating linear crystals which are striking objects under 
the microscope (see Fig. 19). They show a dark cross with 
polarized light The assumption of this globular form is pro¬ 
bably connected with the viscidity of the urine. 

Carbonate of Lime constitutes a variety of urinary calculus 
which is of extreme rarity in the human subject, but much 



102 


imRGANIG DEPOSITS. 


more common in the herbivora (see Carbonate of Lime 
Calculi). 



Puj. 19. Splicrca and du)nl>-l>clla «t carlionatc Jimc from the urine of 
Uie horse. 


XI.—SULPHURIC ACID AND THE SULPHATES. 

About thirty grains of sulphuric acid, in combination vrith 
alkaline' bases, are daily excreted by the kidneys. A part is 
derived directly from the food, and a part from the oxidation 
of the sulphur contained in the albuminous compounds. The 
sulphates are highly soluble, and they never constitute a spon¬ 
taneous urinary deposit. 

In all febrile states sulphuric acid is increased. Dr. Parkes 
has observed a decided increase after the use of liquor potassae, 
^ An increase is also observed after food, and in all conditions 
associated with an intensified metamorphosis of tissue. 

It has not yet been shown that a knowledge of the quantity 
of sulphuric acid separated by the kidneys in any particular 
case of disease is capable of subserving any practical purpose. 


XII.—CHLORINE AND THE CHLORIDES. 

The chlorides never form spontaneous deposits in the urine j 
and the variations in their quantities have only an uncertain 
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relation to special states of disease, but depend chiefly on the 
times of the meals and on the general rate of tissue-changes. 

A good deal of attention has been called to the falling off 
or disappearance of the chlorides in the urine in acute pneu 
monia, and their reappearance when resolution is established. 
It has been asserted that a knowledge of the amount of chlorides 
excreted by the kidneys in the course of this disease, furnislied 
valuable information for prognosis and treatment. Later 
observations have, however, shown that the indication is far 
from being a reliable one, and that the notions entertained in 
some quarters of its utility are greatly exaggerated. Although 
it be a rule of very prevalent application, that the chlorides in 
the increment stage of acute pneumonia arc almost completely 
retained within the body, and that their rcai)pearanee in the 
urine is coincident with commencing resolution, yet there arc 
exceptions to both these statements, especially to the coinci¬ 
dence of the reappearance of the chlorides with commencing 
defervescence (see Parkes). 


SUPPlJEMENTAKT REMARKS ON THE EXCRETION OP 
I’lIOSl'HORUS, SDJ.P1IUR, AND CHLORINE. 

These three elements enter largely into the composition of 
the body, and they are abundantly present in articles of food. 
They pass out of the body chiefly with the urine ; but partly 
also with the fmees. Multiplied observations have been made, 
and continue to be made, on the rate of their excretion both 
in health and disease ; and important physiological and patho¬ 
logical deductions have been drawn from these investigations. 
It has been considered that the rate of excretion of phosphorus^ 
and sulphur, under proper precautions and corrections, furnished 
a measure of the exchange of material within the body—that 
is, of the activity of the molecular life of the tissues: and that 
in disease, an important insight into obscure phenomena could 
be thus obtained, capable of being turned to practical uses. 
In proportion, however, as these researches have been extended, 
it has become clearer and clearer that these expectations are 
not likely to be realised, and that the practitioner is not likely 
to draw much help from these recondite sources. The diffi- 
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culticB in the way are manifold. In the first place, quantita¬ 
tive determinations of sulphur and phosphorus, notwith¬ 
standing all tlie aid of modern volnmetrical methods, are still 
too troublesome and tedious to be within reach of any but a 
very select body of practitioners. But this is one of the 
smallest difficulties. In all such determinations it is necessary 
to do more than ascertain the proportion per cent. To obtain 
results of imy value, the quantity per day must be ascertained. 
Again, there are physiological variations to make allowance for, 
arising from food, exercise, sleep, etc.; and, thirdly, it has now 
been ascertained that, all known conditions remaining the same, 
the rate of excretion of these elements presents oscillations 
from an unexplained temporary retention, or partial retention, 
of the elements within the body, which is succeeded, after a 
shorter , or longer interval, by a compensatmg increased dis¬ 
charge. These circumstances render it necessary to continue 
the observations over a number of days—six or eight—in 
order to cover the inequalities. For these and other reasons 
which might be mentioned, these inquiries are surrounded with 
difficulties. It is little wonderful, therefore, that the results 
obtained by different experimenters show a marked want of 
uniformity: and it is simply the fact that, from a clinical point 
of view, tliese laborious investigations must at present be re¬ 
garded as unfruitful, and for that reason they may be passed 
over with only a slight notice in a practiciil work. It is highly 
desirable, however, that researches of this class should be 
pushed on; it is impossible to say how soon, practical lessons 
may be culled from these now ajjparently dormant facts. At 
any rqjte, they cannot fail to enlarge our general ideas on phy¬ 
siological and pathological processes. 

XIII.—XJEEA (C.HAO,). 

Looking at the urine from a physiological point of view, 
urea must be regarded as its most important constituent. It 
is the chief final product of the metamorphosis of the albu¬ 
minous tissues, and furnishes the form under which nearly all 
the nitrogen finds its way odt of the body. 

Urea is a bland crystalline substance possessing the proper- 
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tics of a feeble base. Its best known combinations are the 
nitrate and oxalate, both of which are much less soluble than 
urea itself. Urea is very soluble both in water and alcohol; 
it never forms a spontaneous urinary deposit. Its presence in 
a urine of high density, or one artificially concentrated, is 
easily demonstrated. If to such a mine an equal volume 
of strong nitric acid be added, in a test-tulic, and the tube 
be plunged into cold water, the mixture speedily becomes a 
shining mass of crystals of nitrate of urea. 

The daily separation of urea by adult men between the ages 
of twenty and forty, averages about 500 grains; but the amount 
varies considerably from various causes, such as diet, exercise, 
meteorological conditions, and individual ixiculiarities. Of the 
twenty-four series of observations, of not less than six days 
each, tabulated by Dr. Parkes, the minimum result is 280" 1 
grains and the maximum G88‘4 grains per day. Tlie body- 
w'eight has, as might have been expected, a very appaicnt re¬ 
lation to the daily excretion of urea, but the relation is not 
simply a direct one, because the weight of individuals is made 
up differently—some being heavy from bone and muscle, othera 
from an accumulation of fat. It is estimated that a healthy 
adult man excretes urea at the daily rate of 3i grains per 
pound of the weight of his body. 

The excretion 6 f urea is greatly increased after a meal— 
especially of animal food. Bidder and Schmidt believed that 
this arose from a direct transformation into urea of a j^rtiou 
of the alimentary materials without their being previously fixed 
as tissues: but Bischoff and Voit, with more probability, at¬ 
tribute this increase to an accelerated tissue-metamorphosis 
induced by the presence of the new supplies in the blood. 

Copious water-drinking causes an increased separation of 
urea. Children secrete more in proportion to their weight 
than adults. 

The immediate effect of muscular exercise appears to be to 
restrain (or at least not to increase) the excretion of urea; but 
it is increased in the period of rest which follows exercise.* 

* For farther informatioa respecting the i^cretion of nitrogen (urea) under 
various conditions, the reader is referred to the important investigations of 
Dr. Parkes, Med. Times and Qaz. 1867. I. 393, and Proc. Eoy. Soc. 1871, 
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The quantitive estimation of urea in urine may be made 
cither by the method of Leibig or by that of Davy, as modified 
by Dr. Russell and Mr. West. 

Liehiij's Volumetrical method .—^This method is based on 
the property of urea to form an insoluble precipitate of fixed 
composition with the nitrate of the protoxide of mercury. But 
in order that the test may operate, it is necessary to free the 
urine beforehand from phosphates and sulphates. It is also 
necessary for cctmplete accuracy to make allowance for the 
chloride of sodium present. When chloride of sodium co¬ 
exists in any fluid with urea, the nitrate of mercury produces 
no precipitation of urea until the whole of the chloride of 
sodium is decomposed with formation of bichloride of mercury 
and nitrate of soda. After this conversion is completed, urea 
begins to be precipitated, and the test solution is to be added 
until no more urea remains in solution. This point is ascer¬ 
tained by a solution of carbonate of soda, which immediately 
develops a yellow colour when—and not before—all the urea 
has been thrown down with the mercury. 

Three solutions are therefore required. 

First .—A baryta solution, to precipitate the phosphates and 
sulphates. This is composed of one volume of a cold saturated 
solution of nitrate of baryta mixed with two volumes of 
saturated baryta-water. 

Seoond .—The mercurial test solution. This contains 11‘92 
grains (0’772 grammes) of proto-nitrate of mercury in ten 
cubic centimetres of water. 

Third .—A solution of carbonate of soda of about the strength 
of twenty grains to the ounce. 

As the preparation of the first and second solutions is very 
* troublesome—the latter especially—it is more convenient to 
purchase them ready made.* 

The analysis is performed in the following manner:— 

1 . Forty cubic centimetres (or two volumes) of the urine are 


p. 349 also Orehaut, J. del’Anat. et Phys. 1870, 818 ; Weigelin, Eeicliert’s 
ArcMr. 1868,.207 ; Paton, Joum. of Anat. and Phys., May, 1871. 

* These and other test solutions for Toluinetrieal analyses of the urine may 
he had of QriiGn, Bunhill Bow, London; and from Siehold, Chomist, Oxford 
Bead, Manchester. 
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mixed in a beaker with twenty cubic centimetres (one volunie) 
of the baryta solution. The mixture is thrown on a filter: 
fifteen cubic centimetres of the filtered flni^- (which of course 
contain two-thirds, or ten cubic centimetres of urine) are care¬ 
fully measured off and placed in a small beaker. 

2. A graduated burette is filled with the mercurial solu¬ 
tion, which is then very carefully dropped into the beaker 
until the mixture begins to become turbid ; a few drops 
generally suffice. A note is taken of the quantity of the solu¬ 
tion used to reach this point; it indicates that all the chloride 
of sodium is decomposed and that the urea is now beginning 
to be precipitated. 

3. The mercurial solution is now added more freely, and 
thoroughly mixed by means of a glass rod : a copious white 
precipitate makes its appearance, and the analysis ai)pr(jachcs 
completion. 

4. This point is ascertained by pouring some of the carbonate 
of soda solution into the bottom of a white porcelain plate ; 
and taking a drop from the turbid mixture in the beaker by 
means of the stirring-rod, and letting it fall into the solution 
on the plate. As long as the drop produces only a white curdy 
circle the mereurial solution is still to be added ; but as soon 
as a yellow tinge appears the analysis is finished. 

6 . The quantity of mercurial solution used is then read ofi", 
and the portion used before the occurrence of turbidity sub¬ 
tracted—^the remainder is what has been employed to pre¬ 
cipitate the urea. Each cubic centimetre of the solution used 
indicates 0*154 grain (or 0*01 gramme) of urea. From this, 
by an e^y calculation, the amount of urea in ten cubic centi¬ 
metres of nrine may be ascertained; and if the number of 
cubic centimetres of urine voided in the twenty-four hours l)e ‘ 
known, the daily excretion of urea is readily calculated. 

Daves'process modified hy JRmsell and West ,—The principle 
of this method depends on the decomposition of urea by the 
hypochlorites and hypobromites. The amount of urea is deter¬ 
mined by measuring the volume of nitrogen evolved. 

A solution is prepared by dissolving 100 grammes of solid 
caustic soda in 250 c. c. of water and adding 25 c. c. of bro¬ 
mine. The apparatus constructed by Dr. Russell and Mr. West 
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cheap.* But it is not so convenient and accurate to work 
with as that devi|Bd by Mr. Apjohn. Mr. Apjohn’s apparatus 
consists of:— 

1. A glass measuring tube of about a foot in length drawn 
out at the end which will be uppermost when the tube is 
used, like a Mohr’s burette, and subdivided into 30 parts of 
equal capacity, the aggregate volume of which is 55 c. c. 

2 . A small wide-mouthed gas bottle of about 60 c. c. 
capsicity. 

3. A short test-tube of about 10 c. c. capacity, and of such 
height that when introduced into the gas bottle it will stand 
within it in a slightly inclined position. 

The following are the arrangements for combining the appa¬ 
ratus and working an experiment:— 



rm, 20. Aejolui’s apimatus for tlio estimation of urea with Bussell and West's solution. 


The graduated tube, held in a clamp attached to a retort- 
stand, is depressed into a glass cylinder, nearly filled with 
water, until the zero mark, which is near the upper end, 
exactly coincides with the surface of the water, 15 c. c. of 
the hypobromite solution (100 grammes of NaHO, 250 c. c. of 

• It may be had from Cetti, Brooke Street, Holbom, London; price 

8«. 6d. 
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water, 25 c. c. of bromine) having been poured into the bottle, 
the test-tube containing the urine is introduced by means of a 
forceps, care being taken that none of its intents shall spill 
iqto the hypobromite. The flask is now closed with a very 
accurately fitting india-rubber stopper, perforated with a hole 
in which is inserted a short piece of glass tubing open at both 
ends, and is then connected with the measuring tube by means 
of a piece of elastic tubing. It is now inclined so as to allow 
the urine to mix with the hypobromite. Effervescence at once 
commences, and as it proceeds the measuring tube is gradually 
raised so as to relieve the disengaged nitrogen from the 
hydrostatic pressure. The flask is shaken a few times, and 
when the reaction is completely over, the apparatus is left for 
a few minutes until it has acquired the temperature of the 
room in which the experiment is performed. Another exact 
levelling of the measuring tube is made, and the number of 
the division corresponding to- the volume of the developed 
nitrogen is read off. 

The tube is so graduated that, when 5 c.c. of urine are 
operated on, each division con-esponds to O'l per cent, of urea, 
or 0'44 grain per fluid ounce of the British Pharmacopoeia. 
An easy calculation from these data gives the daily discharge 
of urea. Suppose 45 ounces of urine are voided in the 24 
hours, and that 5 c. c. of this evolves 20 measures of nitrogen 
with the hypobromite solution, then :— 

0-44 X 20 a 45 = 396. 

The daily discharge of urea was 396 grains. 

I have carefully tested this method and have found it easy, 
accurate, and speedy.* 

Pathological reUHom of urea .—The excretion of urea in 
disease has been examined in a large number of cases. In the 
acute stage of fdbrile and inflammatory diseases, there is an 
increased formation and discharge of urea, depending on an 
accelerated metamorphosis of tissue. When the crisis of the 
disorder has passed, and defervescence sets in, the excretion of 

• For a further account of this method, see Bussell and West’s paper, Journ. 
of Chem. Soo., Aug., 1874 ; and Practitioner, Feb., 1875. Apjohn’s paper is 
in the Chemical News, Jan. 22, 1875. 
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urea falls even below its natural average. This rule, however, 
is liable to exceptions : it appears that in not a few instances 
there is a retention of urea within the body during the pyrexial 
period, even when no disorder of the kidneys exists, and a 
compensating discharge when convalescence begins. Acule 
(inflammatory) Bright’s disease is a constant exception : the 
urine in that complaint is poor in urea: but this arises not 
from diminished formation, Wt from defective separation, owing 
to the blooked-up condition of the uriniferous tubes. 

Frerichs found in one example of acute yellow atrophy of 
the liver, a total deficiency of urea in the urine : in a second 
case there was abundance of urea in the urine discharged 
during life, but only a trace in that withdrawn from the bladder 
after death. 

In chronic diseases not involving the kidneys, the excretion 
of urea has not usually been found materially affected. 

In sacchiirine diabetes there is an excessive separation of 
urea, as might have been expected from the accelerated rate of 
tissue metamori)hosis, which must accompany the full feeding 
and rapid emaciation of these patients. 

In a case of diabetes insipidus (with a daily discharge of 12 
or 14 pints of urine), I found the excretion of urea to oscillate 
between 394 and 505 grains daily, which yielded a mean rate 
of 4| gi-ains per pound of the body-weight. This is about a 
fourth above the average for healthy individuala 

In both acute and chronic degeneration of the kidneys 
(Bright’s disease) there is a marked lessening of the excretion 
of urea, as will be more fully commented on when those diseases 
come to be described. The proportion of urea is also greatly 
reduced in the urine voided by persons suffering from an ob¬ 
struction in the ureters (see Suppression of Urine). 

One of the most important properties of urea is the great 
facility with which it is broken up and resolved into new com¬ 
pounds. This property comes into important play when urea 
is unnaturally retained in the blood or in the urinary passages. 
It has been already explained with what consequences this 
bland and innocuous base is converted into pungent carbonate 
of amm onia in the bladder and other parts of the urinary 
tract. A similar conversion, taking place in the blood, is 
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the cause, according to Frerichs, of the stormy and dangerous 
phenomena of urmmia. 

Dr. Front believed that there existed a peculiar morbid state 
characterized by an absolute and relative increase of the ex¬ 
cretion of urea, unaccompanied by pyrexia. To this condition 
Dr. Willis, who adopted the view of Front, gave the name of 
Azoturia. The subjects of this form of disease, according to 
Front, had usually a frequent and urgent desire to pass water 
both by night and day. This seemed princijially due to an 
irritable sensation referred to the neck of the bladder, occa¬ 
sionally extending along the urethra; but in some cases it 
was due, at least in part, to real diuresis. In almost every 
instance the quantity of urine voided in the twenty-four hours 
was somewhat above the natural standard. The quantity was 
also particularly liable to be increased by causes which would 
scarcely affect a person in perfect health, at least to the same 
degree; such as by a chilly state, mental emotion or excite¬ 
ment, &C.J 

In addition to the direct urinary symptoms, there was some¬ 
times a sense of weight or dull pain in the back, accompanied 
by disinclination to bodily exertion; there w'as no remarkable 
thirst; nor craving for food; nor emaciation. Moreover, the 
functions of the skin appear to be little deranged. 

Such is a summary of the description of Front. He docs 
not supply any details as to the daily flow of urine nor the 
daily amount of urea. At the time Front wrote, very little 
was known as to the natural (physiological) variations in the 
excretion of urea ; and the opinion he held as to urea being 
chiefly the final product of the metamorphosis of the gela¬ 
tinous tissues has since been proved to be erroneous. Look¬ 
ing at the question from the standing-point of the phy-' 
Biological doctrines now in the ascendant, it is difiicnlt to 
admit the existence of a condition characterized by the incom¬ 
patible coincidences of an increased excretion of urea, with 
absence of thirst, absence of excessive feeding, and absence of 
emaciation. 

Frccise facts in support of Front’s view are wanting. Willis’s 


* FrontStomach and Beual Diseases, 5th edit., p. 97. 
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description is too loose to give much confidence, and subse¬ 
quent writers have contented themselves with a reference to 
Front and Willis.* 

Dr. Parkes,t however, records a remarkable case examined 
by Dr. Ringer. The patient was a middle-aged man weighing 
109 pounds, who was not feverish, and appeared only feeble, 
lie was fed on the ordinary diet of the hospital (University 
College), and passed in each twenty-four hours no less than 
1130 grains of urea (mean of twelve days), or 10‘36 grains to 
each pound avoirdupois of his body-weight. There was a trace 
of sugar, but not enough to determine quantitatively. The 
daily flow of urine in this case amounted to 96 fluid ounces, 
which is fully double the normal average. 

In my own exi)erience, I have usually found that cases which 
at first sight appeared to belong, to this category—cases exhi¬ 
biting a dense mine and a train of nervous symptoms—turned 
out on more exact investigation to want the special feature 
indicated by Prout as the essential one; namely, a« absolute 
increase in the daily discharge of urea. Nevertheless, some 
facts, rarely observed, have left an impression on my mind that 
Front’s description is not altogether fanciful. The following 
case, which I saw with the late Mr. Greaves of this town, seems 
to have been one of those Prout had jn view when he drew up 
his account. 

Mr. L., a man about 50, complained of troublesome imtation at the 
back of the pharynx, debility, want of energy and power of application to 
business. In the preceding three months he. had lost 201bs. in weight 

The urine was first exomineil by me on May 23, 1863. It had sp. gr. 
1029, and contained a small quantity of sugar, but less than one grain to 
the fluid ounce. This was the only occasion on which I detected sugar, 
but Mr. Greaves luid found it once or twice previously. It was arranged 
that the whole of tlie urine voided in each 24 hours should be separately col¬ 
lected and sent .to me for analysis. This was done for tliree successive days; 


* The six cases recorded by Dr. Handfield Jones in the Brit. Med. Jour, 
for Oct. 12, 1861, under the title of “Cases of Baruria,” are so deficient in 
necessary details that they are of no service to a reader. In only one of them 
was the urine of the twenty-four hours collected and examined, and in that 
case only on one occasion. In the remainder “ baruria ” seems to have been 
inferred to exist from the high density of a single specimen, 
t Farkes ; On the Composition of the Urine, p. 374. 
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and three weeks later it was done again for two successive days. The 
following table exhibits the result of the cxainination ;— 



Qiumtity per iky. 

Sp. gr. 

Total 01 * 4 * 51 . 

May 25. 

. . 27 ouucea 

1029-6 

542 gmius. 

„ 20. 

. . 30J „ 

1029-76 

559 „ 

27 . 

. 31 „ 

1028-25 

655 ,, 

June 18 

. . 29 „ 

1027-5 

605 „ 

.. 19 . 

. 34 .. 

1020-5 

510 .. 


This patient was not febrile ; his weight was 1201bs.; thcii; was little 
a}i])etito, and no thirst, and yet he excreted daily 4‘6 grains of urea for 
each pound of body-weight on these five days, which is fully a quarter 
beyond the usual average. I saw the patient again toward the end of 
.lanuary, 1863. The urine had then lo.st its peculiarity ; and the health, 
under a regulated diet and exercise, and a course of vegetable tonics, with 
citrate of potash, hod become completely re-established. 

Front was of opinion that these cases were patholojrically 
related to diabetes ; and he conjectured, though he had not 
witnessed the fact, that they often developed subsequently into 
that disease. That there is some relation between the two 
conditions seems not improbable ; in the cases of Dr. Ringer 
and myself a small quantity of sugar was temporarily present 
•in the urine with the excess of urea. 

In the case just related the cause of the complaint was 
mental anxiety; and in all the instances which I have been 
inclined to place in this group, the origin of tlie disorder could 
always bo traced to some kind of mental emotion. 



CHAPTER IV. 


ABNORMAL SUBSTANCES IN THE URINE; 
ORGANIC DEPOSITS. 

—f— 

I.-BXTRA-RENAL EPITHELIUM,* 

Ant part of the genito-urinary passages niiiy shed its epithe¬ 
lium into the urine so as to form a sediment. 

The urine of the two sexes differs notably in the character 
and quantity of the epithelial cells found therein. This arises 
from anatomical diflFercnces in the lower genito-urinaiy pas¬ 
sages ; and advantage may sometimes be taken of this circum¬ 
stance to distinguish the sex of the individual whose urine is 
under examination. 

In the male sex an epithelial deposit of extra-renal source is 
most commonly derived from the urethra and prostate gland, 

* Ptgmmiary Partidei .—In the previous editions of this work were de¬ 
scribed and figured certain reddish particles which arc very frequently seen in 
examining urinaiy deiswits under the microsc'epe. I have become convinced 
tliat these particles arc not a x>art of the urinary deposit at all, but are entirely 
due to defects on the surface of the glass slide. My attention was first 
directed to the subject by Dr. J. G. Ricliardson, of PhiMelphia. In a paper 
on the subject, which he kindly sent mo (reprinted from the “Philadelphia 
Medical Times,” Nov. 14th, 1874) he attributes the appearance to sliallow 
depressions on the surface of the glass, containing maybe oxide of iron, or, if the 
slide has been long in use, the remnants of old blood corpuscles. That they are 
purely extraneous matter any observer, examining a urinary deposit under the 
microscope, can convince himself by compressing the covering glass with the 
point of a penknife. This manmuvre causes the real elements of the deposit 
to fly about in all directions, but the reddish particles remain perfectly fixed. 
Hiey are also equally visible when a drop of simple water is examined on the 
defective slide. I don’t think they are due to dirt-pits, but rather to enclosed 
coloured particles of some kind, for I find they are quite insoluble in nitric 
acid, and quite incapable of being cleaned ofiT. I have no doubt that Dr. 
Ridmnbtm is right in supposing that the similar particles described by Freriehs 
and jl^gs,' are due to the same fallacious source. 
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and is composed of oral, tailed or rounded cells (Fi" 21), al>ont 
twice as large as pus cells and usually flattened. A deiiosit of 
this sort is always scanty, and to the naked eye presents tlio 



appearance of a collection of whitish flakes and strings. When 
taken up by the pipette for examination, these flakes are found 
to have the viscid glairy character of mucus. A sediment of 
this character is not uncommon in men; in many cases it 
may be distinctly traced to an old gonorrhoea, which has 
long since passed away leaving no other vestiges behind it. 
The deposits found in the urine of persons subject to noc¬ 
turnal emissions have very much the same appearance to tlie 
naked eye. 

It is well to be aware of the nature of this deposit. Youths 
principally, but older men not unfrequently, observe for them¬ 
selves the presence in their urine ot the strings and flakes just 
described; and they are liable to become subject to hypochon¬ 
driacal fears and anxiety respecting them. Such individuals 
are common victims of unprincipled empyrics. I was recently 
consulted by a gentleman who paid very large sums to a quack 
who had persuaded him that the flaky shreds in his urine— 
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the innocuous vestiges of a gonorrhoea contracted five years 
previously—were of a dangerous nature, and required active 
and long-continued treatment. It is not a trifling matter to 
l»c able to allay the alarm of such patients, and to convince them 
that the subject of their anxiety is wholly unimportant. 

In females, epithelial sediments are both common and abun¬ 
dant. From the simple short urethra the urine receives little 
or nothing; but the vaginal membrane is throughout invested 
with a lining of pavement epithelium, the elements of which arc 
detached with facility and in great quantity, giving rise to an 
abundant amorphous-looking, light, cloudy deposit in the urine. 
When examined microscopically this deposit is found composed 
of large flat cells resembling the epithclia of the mouth 
(Fig. • 2 ' 2 ). The cells either Ke discrete, or united fey their 
borders into patches of rude mosaic. 



A deposit of this character is found only in the urine of 
females, and comparatively few are wholly exempt from it. In 
the subjects of vaginal leucorrhoea it is alwayfe abundant; but 
it is also present frequently, and in quantity, where there is 
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no appreciable disorder of the genital passages. Etch young 
(female) children may hare a sedimentary urine from this 
cause, especially those of a strumous habit. 

The epithelium of the bladder, ureter, and pelvis of the 
kidney finds its way into the urine of both sexes in cases of 
vesical calculus, renal calculus, and pyelitis from any cause. 
The epithelium whieh lines these parts is of a transitional 
character, and presents a great variety of forms—cylindrical, 
spindle-shaped, caudate, oval, spheroidal, and irregular 
(Fig. 23). It cannot fail to be noticed how like some of these 



Tiq. 23. EpiUielial cells from tJte bladder, ureter, and pelvis of ilie kidney. 

cells are to cancer-cells : so like indeed that the recognition of 
cancer cells (as such) in the urine becomes a matter of very* 
great uncertainty. In cases of suspected pyelitis the existence 
of cells of this class in the urine greatly fortifies the diagnosis. 
(See Pyelitis.) 

II.—EENAL EPITHELIUM AND CASTS OP TUBES; THE 
DEPOSITS ASSOCIATED WITH ALBUMINUBIA. 

As renal epithelium, and casts of the uriniferons tubes, are 
commonly found together, it will be convenient to consider 
them in conjunction. 



ORGANIC DEPOSITS. 


ii8 

The nriniferouB tubes are lined with a single layer of epithe¬ 
lium. The cells of this layer in the cortical part of tlio 
kidney consist, in the healthy state, of a round or slightly 
oval nucleus having a delicate, regular outline, resembling 
closely, both in size and aspect, (except in not being biconcave) 
the red corpuscle of the blood; around this nucleus is aggre¬ 
gated a quantity of solid, yet friable, faintly granular sub¬ 
stance (Fig. 24 a). A distinct cell-wall is usually under¬ 
stood to exist around each nucleated mass ; but my own ob¬ 
servations tend to support the view of Br. Beale, that, in the 
convoluted tubes, a distinct cell-wall can only occasionally be 
seen. AVhen the cut surface of a healthy kidney is scraped, the 
nucleated masses are freely separated from each other. The 
nucleus itself is then seen to bo exceedingly uniform in size 
and shape; but the granular matter surrounding it is very 
irregular. Sometimes the nucleus is quite free; more commonly 
it is embedded in granular matter. Sometimes this latter 
forms a spheroidal mass, with a more or less distinct cell-wall; 
sometimes the granular mass looks as if partly broken off; or 
there I’emains only a small quantity of it adhering to the 
nucleus. In the straiglit tubes the cell-wall is always distinct 
enough, and the cells are flatter, so that the available bore of 
the tubes is larger in the pyramidal than in the cortical por¬ 
tions. When there is rapid proliferation of the epithelium 
of the uriniferous tubes—(as in the large white or mottled 
kidney) the nucleus is fi’equontly seen cleft into two or three 
nucleoli, and the cell puts on the appearance of a pus corpuscle. 

The epithelial lining of the uriniferous tubes is liable to be 
separated from the basement membrane, in certain diseased 
^ conditions, and discharged with the urine. Coagulable matter 
is also liable to be poured into the uriniferous tubes, and 
having solidified there is afterwards washed out by the stream 
of urine, and appears flierein as casts or moulds of the tubes. 

The epithelium and casts thus discharged present a num¬ 
ber of modifi^cations of form and aggregation, which serve to 
indicate and distinguish pai'ticular states of disease in the 
kidneys. 

Renal epithelium, forming, a urinary deposit, occurs usually 
in scatter^ patches; but in^he acute form of Bright’s disease 
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the epithcliam is detached in coherent pieces, which consti¬ 
tute casts of the entire lumen of the tubes. These are “ the 
epithelial casts” to be presently mentioned. The cells never 
fwrhaps preserve perfectly their normal fonn. The most 
common change is a greater or less disintegration or break¬ 
ing up of the cells into amorphous granular matter, which 
readily takes place from the absence or extreme tenuity of 
the cell-wall. The cells also become atrophied (Fig. 24 b); 



Fio. 24. Bunal epithuUutti. a. Natural aitpearance; b. Atrophied and dUioiegi'aUMl 
iHiiutl cells ; c. Renal cells in a state of Mty degenerutiou. 

and not unfrequently degenerated into fatty corpuscles (f), 
which are significant of changes in the kidney of most serious 
nature. 

Casta of the uriniferous tubes .—Casts of the uriniferous 
tubules, composed of a fibrinous material, are often found in 
the urine, and are of gi’eat importance in the semeiology of 
renal disease. As a rule they are associated with albuminuria, 
but they are occasionally detected when the urine does not 
contain any albumen discoverable by our ordinary tests. 
Tube-casts prraent the following varieties :— 

1. Epithelial easts (Fig. 25 a a ).—These consist of a cylinder 
of coagulable matter, studded oyer with epithelial cells which 
adhere thereto and are partly embedded therein. ■ 
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2. Opaque granular caste (Fig. 25 b b ).—These have a dark 
coarsely granular appeai’ance, and are generally of medium 
size of an inch in diameter). 



Fio. 25. aa. “Ki>itheliar* casts; hb. *‘Opa<jtic granular" casts, from a case of 
acute Blight’s Uiscuse* 


3. Transparent or waxy casts (Fig. 26).—^These are clear, 
glassy, fibrinous cylinders, sometimes so transparent as to be 
invisible until tinted artificially by means of Iodine or a solu¬ 
tion of Magenta ; sometimes faint markings map their surface, 
or they show a faint molecular composition. They present 
extreme differences of diameter; the smallest are not more 
than the breadth of a blood corpuscle (a a ); the largest are 

*T^ of an inch, or more, in breadth (J b e ); others again are 
medium sized. 

4. Fatty casts (Fig. 27 a a ).—Sometimes a transparent cast 
is studded with tolerable uniformity with minute oil particles; 
more commonly the oily particles are irregularly distributed 
in and on such a cast; sometimes again they are collected 
into dark botryoidal masses—apparently the result of the 
breaking-up of an adherent cell which has undergone fatty 
degeneration. 
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Fig, 26. Waxy raai». aa. From the urine of a man with chronic* Blight's cliMc ose of 
eight montlia’ duralioii ('urine hloocly, albuminous, luiasaroa, <iyinK from 

pneumonia): bh. From a c'aae of chnmiu Bi*ighrH diseuKo (liiigc* white kithicy); 
e. From a case of chronic liiiglit’s disease (t'oninicted kiiidey with fatty degcneia* 
tion). 



Fig. 27. a a. Fatty casts; hi. Blcg}d casts; dd. Flee fatty molecules. 
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5. Blood Gads (Fig. 27 t h ).—Sometimes these are exceed¬ 
ingly beautiful objects, being perfect cylinders composed of 
delicate circles placed in apposition ; more generally a fibrinous 
cast is studded irregularly with blood corpuscles, some perfect, 
and some withered and contorted; sometimes the cast seems 
comi)osed of blood disks crushed or compressed into a cylin¬ 
drical mould (c). 

G. Pm Oasis. —Dr. G. Johnson has described and figured 
moulds or casts of the nriniferous tubes composed of pus 
corpuscles. In two such cases, examined mortem, he 
found multiple abscesses in the kidneys. In a case examined 
by myself, where both kidneys were riddled with myriads of 
secondaiy abscesses, the urine found in the bladder after death 
contained no recognisable tube-casts; the observation was, 
however, an imperfect one, owing to commencing ammoniacal 
decomposition of the urine, which may have caused disintegra¬ 
tion of any pre-existing casts. 

To the naked eye deposits of renal epithelium' and tube- 
casts appear amorphous: they are often very scanty, and 
resemble a cloud of mucus: sometiines they ai'e more dense 
and form a white flour-like sediment. 

CHuiral significance of renal eyitlieUum and tube-cads. —The 
most general inference from the presence of these bodies in 
the urine, is the existence of some serious disorder in the 
kidneys. But a study of their various forms and appearances 
furnishes still further information of great weight in the dia¬ 
gnosis and prognosis of the different stages, and diflerent types 
of renal disease. This subject cannot, however, be advan¬ 
tageously considered in the present section, but will take its 
j)lace more appropriately in the chapters on Bright’s disease 
•and congestion of the kidneys. The following general re¬ 
marks may, however, find room here :— 

1. The deposit may, and generally does, contain a mixture 
of two or more varieties of casts and ceils. 

2. Conclusions as to their pathological meaning must be 
deduced from the prevailing types rather than from the absence 
or presence of one or two of a particular character. For 
example, it must not be assumed that the kidneys are in a 
state of hopeless fatty degenei'ation, or even commencing to 
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undergo that change, because one or two cells, or one or two 
casts display oil molecules. 

8, It is necessary, in order to avoid serious errors, to 
examine specimens of urine passed on two or three scparace 
days, 

4. Bearing in mind these precautions, and having regard to 
the previous history of the ease, the following conclusions are 
geivralhf warranted, (a). Epithelial casts and blood-casts 
indicate a disease of recent origin. (&). Transparent large 
waxy casts, mixed with dark granular casts, indicate a chronic 
disease, (r). Epithelium and casts containing much tat indi¬ 
cate fatty degeneration. 

Tiihe-casts mlJunit apjireciaMe alhuminuria. —Tube-casts are 
occasionally found in urinary deposits, when our most delicate 
tests fail to detect albumen in the urine. In cases of passive 
renal congestion from emphysema or regurgitant heart disease, 
small hyaline casts specked with grannies are often found 
without appreciable albuminuria, Simihir casts are also 
found in cases of icterus, as has been pointed out by Noth- 
nagel and Finlayson.* In acute Bright’s disease, the dis¬ 
charge of tube-casts sometimes continues after the disappear¬ 
ance of the albumen, and in cases of chronic Bright’s disease!, 
when the albumen temporarily disappears, casts are still some¬ 
times found in the deposit. 

In most of these cases it may probably be assumed that 
albumen is really present in the urine, but in so small a 
quantity that it is inappreciable to our ordinary tests. It has 
been too hastily assumed that our tests for albumen are infi¬ 
nitely delicate, but this is not the case. In urines of low 
density, where the normal ingredients are in comparatively 
small proportion, nitric acid is an extremely sensitive test, but ’ 
when the urine is more concentrated, and the normal ingre¬ 
dients are in larger proportions, a not inconsiderable amount 
of albumen may be present, and yet fail to give any reaction 
with nitric acid. A simple experiment is sufficient to prove . 
this. Take an ordinary albuminous urine, and dilute it with 
water until it gives an opalescence with nitric acid only after 

* See an intereeting paper On Tube-casts without Albuminuria in the Brit, 
and For. Med. Chir. Rev. for January, 1876, by Dr. Finlayson, 
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the lapse of forty-five seconds after the addition of the test. 
Suppose that this point is reached when the urine is diluted 
with 200 times its bulk of water. At this point the diluted 
urine contains 0‘0034 per cent, of albumen. If now, instead 
of diluting with water, we dilute to the same point with a 
healthy non-albuminous urine, neither nitric acid nor heat 
will detect the least trace of albumen, though, of course, it 
must contain the same amount as when it was diluted with 
simple water.* A more delicate test for albumen than any 
we now possess, is at the present time a clinical desideratum 
of some importance. 

III.—FATTY MATTER IN UEINE. 

It appears highly probable, from the investigations of Dr. 
Schunck, that fatty matter is contained in minute quantities 
dissolved in normal urine. From 45 litres of healthy urine he 
obtained 0'14 gramme. The proceeding he adopted was to 
filter successive portions of urine through purified animal 
charcoal. The charcoal was then dried and treated with 
boiling alcohoL By repeated evaporations of alcoholic solutions 
he obtained a quantity of a white solid ciystalline fat, which 
he considered to be a mixture of stearic and palmitic acid8.+ 

Pathologically fetty matter appears in urine under a variety 
of circumstances. 

1. In the preceding section it has been stated that tube- 
casts and renal epithelium (sometimes vaginal epithelium also) 
are liabl.e to undergo fatty degeneration, and oily particles 
then appear in the urine, either enclosed in the altered cells 
or lying free. 

2. In the condition called chylous urine, free fat is dis¬ 
charged in great quantity, either in tlie form of globules 
visible under the microscope, or more commonly, divided into 
molecules so small that they appear only as granular particles, 
under the highest magnifying powers. (See Chylous TJbinb.) 

8. The discharge of quantities of fluid fat by the kidneys 

* Mr attention was directed to this point in the cottree of my experiments 
on a new method of estimating albumen in urine. See further on, 8^. X. 

+ On a Crystalline Fatty Acid from Human Urine, by E. Schunck. Proc. 
Eoy. Soc. 1867. 
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is a phenomenon so extraordinary and unexpected, that its 
occurrence has been doubted. But there appear to be a 
few well authenticated instances. The late Mr. Turner 
infonned me that such an instance fell under his own notice. 
The patient was taking cod-liver oil, and each day there was a 
dischai^e of yellow oil with the urine. Two examples have 
also been brought forward by Dr. C. Mettcnheimer: one was a 
man with cancer of the lungs, who was taking daily a table¬ 
spoonful of cod-liver oil: the second was a woman convales¬ 
cent from acute nephritis, who was taking the cmulsio canna- 
bina.* Dr. Henderson, likewise, describes three cases of heart 
disease, in which oil globules appeared on two or three occa¬ 
sions in the urine, (Brit. Med. Joum., 1858.) 

4. Concretions containing fatty matter have been encoun¬ 
tered in the urinary bladder. (See Ukostealith.) 

5. Cftohsterim. —Dr. Beale has shown that the oily par¬ 
ticles so frequently seen in the urinary deposits of chronic 
Bright’s disease contain cholcsterine in a dissolved state, but 
spontaneous deposits of cholcsterine crystals appear to be of 
extreme rarity. The following case is the only example which 
has fallen under my observation:— 

T. M., set. 31, II palo but not unhealthy looking mechanic, called on me, 
September 28th, 1871. He stated that for three years lie had been snfl'or- 
iiig from irequent hoimaturia with pain and aching in tlie site of the left 
kidney. The symptoms corresjronded closely with those of a case of left 
renal calculus. Careful and repeated examination of the loins yielded no 
physical signs ; the patient had never voided any stone or palpable gravel, 
but he often voided, with considerable suffering, cylindrical worm-like 
bodies, composed of fibrine, which I judged to be oasts of tlie ureter. 

At Thy request, he voided nrino into a clean glass. The specimen was 
very bloody. Under the microscope, even before the deposit had settled, 

I discovered niunerous plates of cholesterino. These were mingled withu 
large numbers of the so-called “ granular corpuscles,” and aggregations of 
oily particles of various sizes and shapes, together with free fatty iiiolecules 
(see Fig.' 28). Blood corpuscles were of course abundant j and these were 
mixed with transitional epithelial cells—cylindrical and xrregulai'—^such 

* 0. Mettenheimer—Archiv d. Verein, Bd. i., p. 374. See also A. (J. 
Long’s Dorpat Thesis, De adipe in urina et remhm, &c. (1852). There is no 
doubt that oats and dogs, fed with an excessive quantity of fat, excrete oily 
matter in considerable proportion with the urine, so as to yield globules visible 
with the microscope. 
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as are derived from the pelvis of the kidney ; hxit no pus globules. There 
were no casts of tubes, and the pro[)ortion of albumen did not exceed that 
which might be accounted for by the blood. The general health was ro- 
niarkably good, and the general complexion of the case bore no resem¬ 
blance to any type of IJright’s disease. A week later the patient called on 
me again, and brought a siiecimen of the urine which he liad voided on the 
morning of the same day. It had a similar appearance to the one just de¬ 
scribed, hut it contained much less blood. It contained large quantities 
of granuhir coiqiusclcs and free oily molecules, but only a few cholcsterine 
cjystals. He again voided urine in my presence, and in this cholesterine 
crystals were found in considerable numbers. In other respects it re¬ 
sembled the preceding specimens. This man continued under my ob.serva- 
tion for several weeks, and the urine invariably exhibited the same objects 
under the microscope. I was not able to sati.sfy myself as to the cause of 
these peculiar appearances. 1 suspected the existence cither of a hydatid 
cyst ojKjning into the pelvis of the kidney, or commencing general cystic 
degeneration of tlic organ ; but I could not discover any echinococci hook- 
lets in the urine, nor any physical signs of renal timiour. 



Flo. 28. Cholesterine erj'stals and fatty agjoeifatlons and molecules siiuntanoously 
deiiusited in the uriue in tlie case of T. M. 

When I last saw this man, on Jan. 8rd, 1872, very marked improve¬ 
ment had taken place under the use of the Liq. ferr. pemit. The blood in 
the urine had, for six weeks, been reduced to a trace, but there stUI existed 
in the deposit numerous crystals of cholesterine, and abundance of the 
fatty and granular particles. 

The only case hitherto recorded at all comparable with the 
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above, so far as I know, is one described by Dr. Murchison. 
The patient was a man of fifty-four, who, for fourteen years, 
had passed large quantities of pus with the urine. When he 
came under observation, three days before his death, the urine 
was very purulent, and contained large numbers of cholesterine 
crystals. At the autopsy the right ureter was found blocked up, 
but not entirely, by a calcnlns. The kidney was wholly converted 
into a large (pyoncpbrotic) cyst, containing pus rich in choles¬ 
terine crystals. The left kidney was also converted in the 
same way, but not so completely, into a suppurating sac 
through the blocking up of its pelvis with a large branching 
stone. The pus in the left kidney did not contain cholesterine 
crystals.* 

6. Ktesfeim .—This is a name given by Nauche to a ireculiar 
pellicle said to form on the urine of pregnant women when 
left at rest for a few days, and said to contain fatty and 
caseous matter. Much has been written on the nature of this 
pellicle and its value as a sign of pregnancy ; but the accounts 
are so contradictory that no safe conclusions can be drawn 
from them. I have carefully looked over all the observations 
hitherto made on the subject, and am inclined to believe that 
the kiesteine pellicle is nothing more nor less than the mould 
fungus which is apt to grow luxuriantly in urines containing 
organic matters. The urines of pregnant women are likely to 
form a fitting nidus for this fungus from the large quantity of 
epithelial debris which they generally contain. A very full 
account .of the literature of this subject is given in Mont¬ 
gomery’s “Signs and Symptoms of Pregnancy.” A paper 
by.K 0. Golding in the British Obstetric Record for 
1847—48, and another by Hicks in the Lancet for IS.'i!), 
vol. ii. p. 281, may also be consulted. The question deserves* 
to be re-examined; but the investigation, to be of use, must 
be conducted with much more rigorous exactness than any 
hitherto published. 


Path. Soc. Trans, xix. 278. 
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lition, the ammoniacal state of the urine when voided, and 
the speedy gelatinisation of the pus into a viscid mass, 
leave no doubt on the mind of the practitioner. But when 
•the cystitis is slight and of old standing, there is more 
diflSculty, as the urine may retain its acidity, and micturition 
may not be very frequent. The pfcsence of stone in the 
bladder, an enlarged prostate, the history of a past lithotomy, 
or of an old strictni’e, generally gives a key to the source of 
the pus. 

Suppuration in the pelvis of the kidney (pyelitis) is generally 
indicated by direct signs of irritation in the loins. When 
these are absent, reliance must be placed on finding with the 
pus, epithelial elements of .transitional character (see Pig. 23), 
an acid reaction of the urine, and absence of signs iwinting to 
the bladder and urethra. 

The bursting of an abscess into the urinary passages is 
usually signalised by the sudden irruption of a large quantity 
of pus into the urine. Perineal abscesses opening into the 
urethra can scarcely be overlooked; but perivesical and ijeri- 
renal abscesses arc more difficult to diagnosticate. 

Purulent urine, from suppuration in the kidney, will come 
under consideration in future pages. (See SniTUBATioN in 
THE Kibneys, Pyonephkosis.) 

V.-BLOOD IN UEINE-H.EMATIJEIA. 

An admixture of blood with the urine is readily recognised 
by the colour which it imparts to the secretion, unless the 
quantity be very small. If the blood is derived from the 
kidneys it is diffused equally through the urine, communica¬ 
ting to it a reddish or a peculiar smoky tint, and after standing 
awhile a chocolate-coloured gi-umous deposit subsides. But 
,-vtf when the blood is derived from some part of the urinary tract 
^ below the kidneys—ureters, bladder, or nrctiurar—the colour 
imparted to the urine is pinkish or vermilion, and frequently 
distinct clots are found in the deposit. 

The microscope is the surest means of discovering blood in 
urine; nevertheless the corpuscles may disappear very speedily 
if the urine be of very low specific gravity, or ammoniacal. In 
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acid urine of moderate density (1020—25) tbe corpuscles 
remain visible and preserve their form for several days. 

They do not run into rouleaus in tlie urine, iis they do 
wlien drawn directly from the blood-vessels, but stand discrete 
and separate. In dilute urine the corpuscles expand somewhat 
from imbibition, and appear under the microscope as pale 
circles with sharp delicate outlines, and without any appear¬ 
ance of cell-contents (see Fig. 30, a). If the urine be more 
concentrated, they preserve more nearly their ■ normal bicon¬ 
cave contour, and appear smaller and more deeply shaded (5). 
Sometimes they shrink and crumple and become misshaijcn 
in various ways (c d). 



Fio. 80. Rt<w>d-c<>rpusplf« in urmo. «. Sl 4 ^ 1 lMy lUsiii'.mlpd liy imbibitiou; 
h. Showing theij’ biconcttvo contour ; c. Slirivelled; d. ScrruteiL 


The marks by which blood-corpuscles are distinguished from 
other cells found in urine, are, the extreme tenuity of their 
outline, the- absence of visible cell-contents, and especially of^ 
a nucleus, and their feeble refractive power. When the bicon¬ 
cave form is preserved, this of course is diagnostic. Blood- 
disks are liable to be confounded with confervoid sporules, with 
the minute discoid forms of oxalate of lime, and with the 
nuclei of renal epithelium. Prom the first, they are distin¬ 
guished by the absence of a nucleus, which can, with a good 
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glass, always be detected in the spornles. Sporules also gene¬ 
rally are somewhat oval, often elongated, and show signs of 
budding. The discoid crystals of oxalate of lime are distin¬ 
guished by the existence of intermediate forms which connect 
them with dumb-bells. Renal nuclei are distinguished by their 
strong refraction, by being strongly tinted by magenta,* and 
usually they are surrounded by some portion of the material 
which originally invested them.f 

Urine containing blood is of necessity always more or less 
albuminous. The quantity may be so great that the urine 
looks like pure blood, and coagulates spontaneously, or so 
small that the microscope is required to detect it. The 
hsemorrhage may arise from a great variety of causes, which 
may be classified as follows :— 

1. Local lesions. —external injury, violent exercise, calcu¬ 
lous concretions, ulcers, abscesses, cancer, tubercle, 
parasites, active or passive congestion, Bright’s disease. 

2. Symptomatic. —^in purpura, scurvy, eruptive and con¬ 
tinued fevers, intermittent fever, cholera, &c., mental 
emotion. 

3. Snpplmentary or'vicarmis. —to menstruation, heemor- 
rhpids, asthma. 

Cases also occur which are not refcrrible to any of these 
categories, of which the origin is extremely obscure.^: 

1. Hmmaturia from local lesions. —This division includes by 
far the largest number of cases. A point of great importance 
is to ascertain the exact source of the blood. This is not, as a 
rule, difBcult. 

Hsemorrhage from the suistance of the Mdney is recognised 
by the existence of tube-casts in the deposit. . By far the most 
common cause of this variety of hsematuria is some form of 

• See a pajMjr by the author, “ On the Effects of Magenta and ^Fannin on 
th^lood-Oorpuscles,” in the Proceedings of the Koyal Society for 1868. 

f The colouring matter of the blood in urine may also be detected—even in 
the minutest quantities—by the spectroscope. Keub. & Vogel, 6th ed. p. 
125; and Kabuteau, “ Eltments d’urologie,” p. 208. 

$ It may be necessary to remind students that in females the urine is gene¬ 
rally bloody daring the menstrual Sow ; it may also become so at any time if 
there be uterine and vaginal hmmorrha^. 
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Bright’s disease or its allies (congestion, (fee.). In falls and 
blows on the loins, or any injuries supposed to implicate the 
kidneys, the occuri'ence of casts in the urine furnishes a valu¬ 
able diagnostic sign. In the following remarkable case of 
laceration of the kidney from a fall, the condition of the urine 
was accurately noted from the time of the accident till death. 


E. Davis, a bricklayer, aged 36, was broagbt into the Manchester In¬ 
firmary at 3 p.in. on Apiil 27, 1863, in a state of compkto insensibility, 
with gasping resiiiiation, ap)iarcntly dying. In tile coui'sc of two hours 
he recovered consciousness, and answcrc-d questions iniiHirfectly, in a half- 
dmnken manner. 'It appeared that he went to his work in the afternoon 
intoxicated, and that he had fallen a height of seven stories. There was 
a conijiound fracture of the skuU, and thi! legs were severely contusi^d and 
larcerated. Erom the time that he recovered siKsrch the |)aticnt continued 
to talk in a curiously incoherent manner, as il he were drunk—except that 
the pronunciation of words was unall'ected. 

No urine was passed on the day of the accident; but on the day follow¬ 
ing about eight ounces were withdrawn by catheter. The urine was exces¬ 
sively bloody, dark chocolate-coloured, and highly albuminous. 

On the third day (Aiiril 29) the patient was in the same state. No 
urine was passed spontaneously; at 8 p.m. about an ounce was withdrawn 
by catheter ; it was of the same character as before, but less bloody, and 
less albuminous. On the morning of the fourth day I found the patient 
breathing rapidly, with a quick small pulse ; the tongue was moist; there 
was great thirst—no appetite ; the bowels had been opened several times 
by medicine. At 9 p.m. of the same day I again visited the ward. No 
urine had been voided, and the bladder was not distendciL The general 
condition was evidently worse ; the delirium was constant, and he swore 
awfully when his legs were touched. 

At noon on the lifth day the 'patient was much weaker; the breathing 
was interrupted ; he muttered incohercncies unceasingly ; and waved his 
hands as if he saw spectres in the air; he picked and tore the bod-clothes ; 
he had tom three sheets to ribbons, and had tom the counterpme. He 
did this quietly, without violence, and without attempting to get out of 
bed. When asked questions he answered quite at random ; the tongue 
was dry and red ; pulse almost imperceptible. No urine had been passed 
spontaneously this day, nor the day before. The house-surgeon introduced 
a catheter, and succeeded, by compressing the abdomen, in withdrawing 
about two ounces of a yellowish urine, with small, dark, chocolate-colorqed 
granules floating in it. About an hour after, the patient died quiefly, 
without coma or convulsions. 

During the five days that the patient survived no urine was passed 
spontaneously; but eleven ounces were withdrawn by catheter at three 
different times. The first specimen, drawn the day after the accident, 
was excessively bloody; the second, drawn on the third day, was much 
less bloody ; the third, drawn just before death, contained no liquid blood, 
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and had a yellow colour, but it deposited a considerable sediment of 
chocolate-oolourei.l {'iiiimle.s which consisted of indurated clots of blood. 



P’ 10 . .11. rt. c. e. I).irk gniniilnr cnsts; ft. <1. Yellow jilaiu eiiatji; /. Tjngc tniiisiKUi'iit east 
Htnddcd with epltlieliura ; i. h. P’ree naml epitlmliuiii, i, Iw.lVive, aud A, alter the 
udditiun of acetic acid; (f. Cells fioiii Uie itelvis and itilluidlhula. 


Although this last specimen, consisting of only two ounces, was the pro¬ 
duct of forty hours’ secretion, its specific gravity was only 1015, and its 
piitportion of alburaon only The microscopic examination of the de¬ 
posits revealed the existence of an immense quantity of casts of the urini- 
ferous tubes, and these changed character as time passed over. In the first 
siieciinen the costs were all dark, opaque, and granular (Fig. 31, a, c, e), 
evidently composed of crushed blood-clot; no free renal epithelium, nor 
any pyelitio cells, were found. In tiio second specimen, in addition to the 
dark granular casts, there wore numeitius deep-brown plain casts, tvith 
Jtrongly-markcd outlines and very few marking (d, d ); a few tiansparent 
casts wore also found, some of them studded with epithelium. In the 
second and third siieoimens free renal epithelium (/t, t), and epithelium 
from the pelvis and infundibula (g), appeared in great abundance. The 
renal epithelium was deeply browned, evidently from htematine, but was 
othenvke natural. Many of the casts had dumb-bells imbedded in them. 

Aviopsy forty-eight hours aft^ death. Left parietal bone fractured, with 
a slight depression. Dura mater not lacerated; no free blood on or under 
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the inemhraiie; but there was an cechymotic jxiteh on it as Litro as a 
Jlonn, coiiespoinUng to the I'raetme. There was no hlooil in the aim-lmoiil 
space ; but the pia mater was injected over the space! of two square iiieh<!S 
in tile vicinity of the fracture. No lymph was thrown out 011 auy part, 
nor was there softening or other abnormal couditiun of auy [tortion of the 
brain. 

Jbdtnfien. Thta-e was no external sign of direct violence over th<! loins ; 
all the abdominal organs, except tlie kidneys, were nniujured luid healthy. 
Left Icidmy weighed !)j oz. ; it was not lacerate^l. On section niiuuh! 
granules of indurated blood were found in several of the infundibula ; the 
whole gland was hypei'ieniic. UUjhl kidney weighed 94 oz., was torn in 
two jilaces on its posterior aspect. The lae(!rations ran across, sonn-what 
crookedly, from the outer border almost to the hilum; they were about an 
inch apart, and vaiiiid in depth from ouo to thn)e and even four lines. 
They were completely clo.sed by Ur wedge-sha]>ed solid clot of blood, which 
was very firm, an<l, where in contact with the renal substance, bleached. 
The renal tissue inmiediately adjacent to the lacerations apiieai’od j«)rfe<!tly 
natural—neither injected nor softened. The tuuica propria was of course 
tom through over tlie site of the hieeiutions. The lacerations did not 
penetrate in any part to the infundibula, but two laige, firm, bhaid-con- 
cretious—one as largo as a 1101110 - 1 ) 0011 , and the other as large as a ima— 
lay loose in the ^lelvis, and several smaller ones were found in the infundi¬ 
bula. The jKirireiial adipose tissue was deeply stained with blood on lioth 
sides ; but it contained neither iluid blood nor clots. The iHuitoneum was 
not injured nor iiillamed. The heart and Imujs were healthy. 

It was evident that the direct cau.se of death in this case was suppression 
of urine—aided perhaps by a degi-ee of delirium tremens. The reason, 
probably, why no signs of inflanimatiou were, found in the brain and 
}icritoneum was, tliat the patient never really rallied frein the shook of the 
accident; and that reaction never properly took place. The desquama¬ 
tion of the epithelium of the j^ielvis and infundibula must be attributed to 
the irritation of the blood-concretions found therein. 

Hsematuria is rarely serious from its quantity in any form 
of Bright’s disease, and is generally quite insignificant. Far 
more serious are the consequences of the coagulation of the 
effused blood in the uriniferous canals. Unless these plugs are 
expelled by the pressure of the urine from behind, they perma¬ 
nently block up the tubes and destroy the function of the cor¬ 
responding portions of the gland. Hence any haemorrhage 
from the substance of the kidney, however it may arise is 
attended with serious hazard that the foundations of a fatal 
renal degeneration may be laid thereby. 

Cancer of the kidney is often associated with profuse and 
repeated haematuria; the diagnosis rests chiefly on tfie presence 
of a tumour in the loins (see OAsgiiB of the Kidney). 
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The endemic hsematuria of Mauritius, Brazils, Cape of 
Good ^ope, Egypt, and some other hot countries, which so 
greatly puzzled pathologists in times past, seems to have found 
its explanation in the presence of a minute parasite which 
infests the mucous membrane of the pelvis of the kidney and 
the bladder. The researches of Griesinger, Bilharz, and Dr. 
John Harley on this subject will be described in the chapter 
devoted to parasites of the kidney (see Bilhabzia Hasma- 
tobia). 

In tubercle, abscess, renal embolism, hydatids, the haemor¬ 
rhage is seldom more than trifling. In active congestion of 
the kidneys after taking turpentine or cantlnirides, the bleed¬ 
ing is sometimes severe. As these classes of cases are treated 
•separately in subsequent parts of this work, it will not be 
necessary here to go into further details. 

Sometimes minute calculous concretions are formed within 
the tubnli uriniferi, and occasion hmmaturia, which is apt to 
recur again and again. In these cases microscopic calculi of 
uric acid, or oxalate of lime, may sometimes be discovered by 
a careful examination of the urinarj' deposit (see Fig. 82) 



Fio. 32. Microscopic (^culi of uric acid, with flbriuous casds doited with ciystalll&e 
moluculeH of uric acid in a cose of rocurront hainiaturia. 

Hsematuria from this cause may be unaccompanied by any 
pain beyond a slight aching or sense of fatigue in the loins. 
Transparent fibrinous casts are also visible in these cases, 
speckled all over with crystalline molecules, and more albumen 
is present in the urine than corresponds with the amount of 
blood voi^. 

Haemorrhage from the j/elvis of tht kidney and ureters is 
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commonly due to calculous concretions: much more rarely to 
cancer, tubercle, or parasites. When the blood has this 
source the diagnosis turns on the existence of symptoms of 
pyelitis, nephritic colic, and the passage of a foreign body 
down the ureter. Sometimes the blood coagulates in the 
ureter, and long vermicular clots may be afterwards recog¬ 
nised in the urine. The passage of these clots along the 
ureter produces precisely the same symptoms as a calculus 
passing in the same direction. 

Haemorrhage from the hladder is usually recognised by 
symptoms pointing directly to that organ, namely, excessively 
frequent micturition, pain in the hypogastrium, and at the 
neck of the bladder, &c. Exploration of the bladder will 
generally reveal the existence of calculi or fungoid growth.. 
Varicose enlargement of the veins of the mucous membrane 
and acute cystitis are also occasional causes of vesical hemor¬ 
rhage. 

Urethral brnmorrhage is known by the escape of blood in the 
intervals of micturition. 

Si/tnptomalic HoemaUiria .—Purpura limmorrhagica is occa¬ 
sionally marked by severe hsematuria. In a case under my 
care some years ago, there occurred first violent epistaxis re¬ 
quiring plugging of the nares J then profuse hsematuria set 
in; when this subsided, the patient rapidly succumbed to 
intracranial hajmorrhage. Scurvy is more rarely attended 
with hsematuria. The eruptive and continued fevers, cholera, 
and yellow fever, are sometimes the occasion of hsematuria, 
which is generally a. very unfavourable symptom. 

Supphmmtary Hmmaturia .—Many curious examples have 
been recorded in which hajmaturia appeared to be mppUnuin- 
tary to some natural function or some diseased condition. 
Chopart * relates a case in which hsematuria supplemented a 
hsemorrhoidal flux; Latour f adds another. The latter men¬ 
tion's a singular case of spasmodic asthma, of such severity 
and persistence that the patient had not been able to lie in 
bed for eighteen months, which disappeared suddenly on 
the occurrence of hmmaturia. Ohopai’t and P. Frank relate 

• Tmit4 des Malad. des voies arinoires. Segalas’ edition, p. 283. 
t Cited by .&jer, t. ii., p. 25. 
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examples in ■which the menstrual flnx. was deviated to the 
urinary passages, and appeared under the form of a periodical 
luematnria.* 

Mental emotion seems capable in very rare instances of 
producing hacmaturia. Basliam f tells of a shoemaker who 
was subject to attacks of hacmaturia which always recurred on 
the occasion of his drunken wife’s misconduct. Raycr records 
an instance in which haematuria followed a fit of passion. 

Treatment .—As hacmaturia is merely a symptom, and a 
symptom which attends a great variety of pathological condi¬ 
tions, the treatment of the cases in which it occurs is necessa¬ 
rily diverse. Sometimes, however, we are called on to treat 
hacmaturia for itself—in some cases because of our inability to 
fathom its exciting cause, in others because the loss of blood 
is so great that it becomes an urgent object to check it, even 
though the primary disease of which it is a symptom be 
irremovable. 

In the hyperacmia of the kidneys which occurs in acute 
Bright’s disease, after overdoses of turpentine and canthaiides, 
after blows, falls, muscular ellbrts, and other external injuries, 
hacmaturia is a jwsitive relief to the loaded vessels, and were 
it not that the effused blood is prone to coagulate jn the urini- 
ferous tubes, and produce a physical obstacle to the excretion 
of urine of a most dangerous character, the hmmorrhage 
(unless excessive) might safely be left to its own courae. To 
relieve the congestion in these cases, derivation by the loins 
(cupping, &c.), by the cutaneous surface (baths, diaphoretics), 
and by the intestines (hydragbgue cathartics), must be ener¬ 
getically practised. 

When hacmaturia is supplementary to hmmorrhoidal dis¬ 
charges, leeches may be applied about the anus. It should 
be remembered, however, tliht if the blood be shed fi-om the 
mucous membrane of the bladder, and not from the substance 
of the kidney, such a discharge is not to be looked on’ nn- 

* Cboiiart- (1. c. p. 282) cites one instance, and Bayer two instances, in 
which hannaturia occurred at regular monthly periods in males. One of these 
was a bntcher of Sedan. The circumstance became known, and such was the 
disgust caused thereby that no one would purchase meat from him. 

t Basham on Dropsy,' 3rd ed., p. 812. 
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favourably, nor to be rashly suppressed. "When moderate 
hematuria occurs vicariously with menstruatiou, it is to be 
supju-essed only 011 condition that the normal liux be re¬ 
established. 

Passive hmmaturia in the- course of zymotic diseases should 
be careliillj' distinfjuished from acute Bri<'ht’s disease, whicli 
sometimes forms a sequela to these. In the foimier, tla; 
bleeding is probably from the whole or gi-eatcr ])ortioii of the 
urinary tract, and uot«olely, if at all, from the kidneys. The 
internal remedies of most avail in passive lacmaturia, arc the 
mineral acids, especially sulphuric acid, freely administered. 

When our object is simply to treat the hmmaturia for itself 
—to stay the loss of blood—the Jiret point is to en force perfect 
rest, and to apjdy cold in the most effective manner to the 
bleeding part. If the kidneys be the source of the blood, 
iee-j)OulticoB should be ai'plied to the loins; if the bladder, 
iced-water injections may be practised into the bladder, and 
iced-cloths applied to the perinaeum and epigastrium. The 
medicinal haemostatics which liave been found of most service, 
are gallic acid, acetate of lead, alum, ergot of rye,* tincture of 
muriate of iron, turpentine, and matico. Dr. Golding Bird 
speaks highly of acetate of lead given frequently and in large 
doses for short periods. He recommends 3 or 4 grains, with 
one-fourth of a grain of opium, in a pill every two hours, until 
six or eight doses have been administered—care being taken 
to keep the bowels open by saline purgatives. Dr. Prout ob¬ 
serves : “ When the bladder becomes distended with blood, 
and complete retention of urine in consequence takes place, 
recoui’se must be had to a large-eyed catheter and an exhaust¬ 
ing syringe, by the aid of which, and the occasional injection^ 
of cold water, the coagula may be broken up and removed. 
If the hmmon'hage be so profvtee that the bladder becomes 
again distended with blood in a very short time, the injection 
of cold water into the rectum or bladder is sometimes of great 
use ; and should these means fail, from 20 to 40 grains of 
alum may be dissolved in each pint of water injected into the 

* The suheutaneous injection of five grains of ergotin seems worthy of tml, 
judging by the successful results of this method in iiuimousry and uterine 
luemoirhuges. See Dr. Kitchie, Practitioner, 1871. _ 
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bladdqr, a remedy that seldom fails to check the bleeding even 
when the cause is malignant disease, I have never known 
any unpleasant consequences follow the use of this expedient; 
and have seen it immediately arrest the most formidable 
hmmorrhage when all other means had failed, and when the 
bladder had repeatedly become again distended with blood 
almost immediately after its removal.” * * * § 


VI.—HiEMATINURIA—rAROXYSMAL HJiMATIXUIlIA. 

Ilmmlmnria (false hmmaturia).—Attention has been called 
by Vogel,f Oppolzer,} and Mettenheimer,§ to the escape of 
the colouring matter of the blood (haematine) with the urine, 
unaccompanied by rupture of the capillaries and the presence 
of blood-corpuscles. The urine in such eases assumes a deep 
red or blackish-red colour, very much as if it contained blood; 
but no blood-disks can be found under the microscope, nor 
any fibrin. This condition is invariably accompanied by the 
presence of albumen in the urine. It is caused by rajud 
destruction of the blood-disks in the blood-vessels, such as 
occurs in that state which is known as “a dissolved state of the 
blood,” in septic, pyaemic and putrid fevers, and in some extreme 
cases of scniwy and puq)nra. In such cases haematine is set 
free by the disintegration of the red disks, and appears in the 
urine. Vogel found that inhalation of arseniuretted hydrogen 
produced an intense (but temporary) degree of haeraatinuria. 
Ho produced the same condition artificially iu animals by 
inhalation of the same gas and of carbonic acid ; also by the 
injection of substances into the veins which are known to 
• dissolve and break up the red disks. 

The clinical significance qf hajmatinuria depends entirely 
on the pathologic^ state which occasions it. 

* Front: Stomacli and Renal DiBcaaes, 6th edit., p. 421. 

t J. Vogel: Kraukli. der Hambereitendcn Otgano, in Virchow’s Hasdbuch 
der Speciellcn Path. u. Therap., Band vi., 2tc Ahth. p. 589. 

. J Wiener Med. Wochonsch. 1860, Nos. 25 and 26. 

§ Wtirzbnrger Med. Zeitsch. 1862, p, 1. 
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PaROXYSHAIi H^matinceia. 

(Synonym—Intermittent Haematuria.) 

Dessier—^V irchow’s Arch. f. path. an. 18.’54. 

Harlet—M ed.-Chir. Trans, vol. xlviii. p. 161. 

Dickinsoit— Ihid., p. 175. 

Habsali.—L ancet, 1865, vo!. il. p. 369. • 

Guii.—Guy’s Hosp. Reports, 3rd .series, Tol. xii. p. 381. 

Grbenhow—C lin. Soo. Trans., toI. i. p. 40; and Edin. Med. Joum., vol. 
xiii. p. 996. 

Habershon —lAineet, 1870, vol. i. i>. 158. 

Wiokham Leoo—S t. Bartholome'sv’s IIosp. Rep., vol. x. 

DruitI—M ed. Times and Gaz. 1873, vol. i. p. 408. 

Begbie—E din. Med. Jouru. May, 1875. 

Attention was first called in this country to this curious 
disorder by Dr. George Harley, who published two cases in 
the Med. Chir. Trans, for 1865.* Subsequently cases have 
been recorded by Dickinson, Greenhow, Gull, and others ; and 
from an analysis of these, together with two cases contri¬ 
buted by myself, and another, eoinmunicated to me by Dr. 
Ritchie-r-altogether twenty eases—^the following account has 
been drawn up.f 

The disorder is essentially intermitting or paroxysmal in its 
nature. Each paroxysm begins with a feeling of cold or shiver¬ 
ing, resembling the cold fit of ague, and terminates with tiie 
discharge of a very dark bloody-looking urine. Tlie symptoms 
then subside, and the urine at the next micturition, or the one 
after, is found to have resumed its natural healthy appearance. 
The recurrence of the paroxysms in different cases is most 
imgular. In some cases the paroxysm recurs once a day, or 
even twice and thrice a day. More commonly it recurs on 
alternate days, or twice a week, or once in ten days, or (j[uite 

* Dr. ’Wickham Legg, in his admirahle paper on the subject, has directed 
attention to the fact that Dossier, in 1854, published a complete accoiint of 
the disorder in Virchow's Archiv for that year. 

+ The following cases are not included, either on account of their not Iieiiig 
undoubted examples of the affection, or on account of the incompIetcne.“.s of 
the reports ;—^Three cases quoted by Bayer, viz: Elliotson, Lancet, 1.832, 
p. 600 ; GergerAs, Gaz. M5d. de Paris, March, 1838, p. 151 ; and Stewart in 
Bayer's work, voL iii. p. 370 : Wiltshire, Path. Soc. Trans., vol. xviii. 
p. 180; Matthew, Lancet, 1870, vol. i. p. 900 ; Southey, ib., 1870, voL ii. 
p. 332; and Eesteven, >6., 1870, voL ii. p. 920. 
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irreguTWy. Tlie paroxysms are not followed by any hot or 
sweating stage. The onset of a paroxysm is usually sudden. 
The patient first experiences coldness of tlie extremities, fol¬ 
lowed by general chilliness, which in most cases passes into 
distinct rigors, accompanied by a feeling of makise, a disposi¬ 
tion to stretch himself, and to yawn. In most cases, a sense 
of wciglrt, or a dull heavy pain is felt in the loins, sometimes 
extending to the umbilicus, or passing down the thighs ; and 
there is fi’cqucntly pain, or a feeling of stilfness or weakness, 
ill the lower extremities. Retraction of the testicles has been 
noted in several cases. Retching is a not infrequent symp¬ 
tom, and vomiting was a prominent feature in one case. 
After those symptoms have lasted for a period vaiying from 
thirty minutes to two hours, the patient passes a quantity of 
dark-coloured mine; the pain and general disturbance then 
^subside, leaving the patient apparently quite well till the next 
paroxysm. 

The appearance of the dark urine resembles that of porter 
or of the darkest port wine. It is generally turbid, tad de- 
jiosits, on standing, an abundant chocolate-coloured sediment. 
The sp. gr. varies from 1015 to 1033, usually ranging from 
1022 to 102,5. The reaction is either acid or faintly alkaline. 
It is always highly albuminous, and, on boiling, the albumen 
e.dligulatcs into brownish masses, which, on subsiding, leave 
the clear supernatant urine of nearly its original dark red 
colour. In Harley’s cases, and in one of mine, the i)er-ccntage 
of urea was found in considerable excess. 

The chocolate-coloured sediment consists chiefly of amor¬ 
phous gi'anular matter, which is, presumably, disintegrated 
blood corpuscles. Gull found in it myriads of minute crystals 
of luematine. Casts of tubes are also present; these are 
mostly of dark granular appearance—mixed, however, with a 
few transparent fibrinous cylindei'S. Crystals of oxalate of 
lime are generally seen, and, very rarely, a few stray blood 
disks (see Fig. 83). 

The first onset of the disorder is invariably sudden, and can 
usually be traced to some distinct exposure to cold or wet. 
The subsequent paroxysms are generally quite unconnected 
with any fresh exposure to cold, but in other cases the con- 
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trary is the case. Tlie paroxysms recur in some cases, with 
the regularity of real ague, for weeks together, in other cases 
the periodicity is quite imperfect. Jlach paroxysm lasts from 
three to twelve hours, and it is noteworthy that no paroxysms 
occur at night, the urine voided before breakfast being invari¬ 
ably natural. The change in the characters of the urine may 
take place with the utmost abruptness: that passed at one 
micturition being porter-like, and at the next straw-coloured : 
or it may more gradually become pale, resuming its normal 
apjMsarance at tlio fourth or fifth micturition after the 
paroxysm. 

The temperature during the paroxysm was observed in three 
cases: in one case it was 9G°T ; in another it was 9G°‘C 
during the cold fit, and five minutes after the voiding of the 
porter-like urine, it had risen to 98°‘G ; in a third case the 
temperature, after passing the dark urine, was 1()3‘’’2 ; this 
last case is the only instanec in which a febrile heat existed. ' 

The state of the general health seems to viiry somewhat. In 
one case reported by Dr. Dickinson, the patient had the ap¬ 
pearance of robust health the day before an attack came on. 
In most cases, however, the ]>atient lias presented a somewhat 
sallow and icteric aspect, or has looked pale and sickly. Some¬ 
times there has been hepatic derangement distinctly present at 
the time the patient has come under observation. In one ease, 
an interenrrent attack of jaundice came on, the urine being 
deeply coloured with bile, and copiously ’depositing lithates, 
but containing no blood-colouring matter, and only once a 
trace of albumen. A rheumatic tendency is a frequent con¬ 
comitant of this affection, many of the cases having frequently 
suffered from rheumatism in various fonns. In my own case, 
the patient began to suffer from sub-acute rheumatism, with 
swelling and pain in the joints after the cessation of the 
paroxysms. A bronchitic and asthmatic tendency has also 
been observed in one or two instances. 

Of ^he twenty cases collected, four had at one time or 
another suffered from undoubted ague, but in the remainder 
no evidence or suspicion of ague or malarial poison existed. 

The course of the disorder is an inteii’upted one. The 
paroxysms may recur with more or less regularity for a period 



144 


EMMATINURIA. 


of a few days, or five or six weeks, and then cease altogether 
for a few days or weeks, or months, and recur again, for a 
period as before. In this .way it may continue an interrupted 
course for many months or years; in one case for so long a 
term as eleven years. 

The prognosis is generally good. Of the twenty cases none 
died, twelve were reported as having completely recovered, 
one was convalescent, and seven were still in progress when 
reported. By complete recovery is understood that there was 
no recurrence of the paroxysms for a period varying from six 
weeks to four years. It must, however, be borne in mind, 
that a relapse may take place after a pause of several months 
—in one case a recurrence took place after a pause of five 
months. 

The following five examples will serve to illustrate the 
general course and symptoms of the disease. The first and 
second were observed by myself, the third By Dr. Eitchie ; 
these three have not been hitherto published. The fourth and 
fifth are from the reports, respectively, of Dr. Harley and 
Dr. Gull. 

Case 1.— J. J., an iron moulder from Stockport, ict. 23, consulted mo 
in March, 1868. He was thin and weak, with a conspicuously white, 
pallid countenance. He stated that for a period of twelve months he had 
been in the habit of passing dark bloody-hjoking urine from time to time 
at frK(|uent intervals. His complaint began in the following manner;—He 
W'os standing in the street one cold afternoon in Maroh of the previous 
year, when he was seized with chilliness and shivering and pain in the 
loins. When he got home he voided urine, and was surprised to see it of 
a dark red colour. From this time up to tlie date of his visit to mo he 
continued, with only short internals, to pais every day urine of a similar 
character. He became so Weak, that he did not leave his house for ten 
months; but he never took to his bed, except for a day or two. ^ 

The discharge of the dark urine was essentially paroxysmal and inter¬ 
mittent. He would go on passing bloody urine daily for periods varying 
from three to six weeks—^then the urine would be natural for an interval 
of throe, four, or even ten days, and then become bloody again for a stretch 
of several weeks. But the urine was never constantly bloody during any 
whole period of twenty-four hours. During each diurnal eirclS, three 
paroxysms occurred with great regularity: one in the morning (after 
breakfast) between nine and ton, a second between two and three in the 
afternoon, and a third between six end nine in the evening. Each 
paroxysm presented the same succession of symptoms.' It began^With 
/.billineas, which speedily went on to shivering so that his teeth chattered 
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—at the same time theiv. was severe jiaiu iu the loins and hips. At the 
i'IkI of twenty or thirty minutes these symptoms wore off, and theiihe IVdt 
a desire to void urine—and the urine then passed was always bloody ; this 
eoraplcted the paroxysm. It was never followed by a hot 'or sweatiii}; 
stage. If he made water between the paroxy.sms, the urine was either p<'r- 
lectly clear and natural, or only slightly dark. The urine voided before 
breakfast was always (luite natural. 

The jkvtient visited me siweral times, and brought mo MevcKil sjieciniens 
of the bloody urine. On one occasion he voided some in my ])resenee, and 
a ilescripliou of this will answer substantially for all the rest. It was of 
the colour of the darkest port wine—so dark iis to bo almost opaque, execjit 
in thin layers; it corresponded pretly closely ti> No. !» on Vogel's scale. 
A brownish deiio.sit formed on standing ; sp. gr. 1028 ; it was highly albu¬ 
minous, and faintly alkaline. On boiling, the albumen e(Migulated into a 
<'hocolafe-eoloured clot, but the siijiernataiit fluid did notlosi' its black-red 
colour. The deposit consisted of a granular matter. It (iontaiued numerous 
cry-stals of oxalate of linm—but no blood-disks could Ist recognised. 

In April I admitted tbc patient into the Inlirniary, with a view of 
studying his e.a.sc more fnlly. But, with tlic e.xce])tion of the lirst moni- 
ing, the urine was j)erfectly normal throughout bis stay, and be went home 
in a week. While in the Infirmary his blood was examined under the 
mieroscojte, but nothing unusual was found. The. liver and sjAism were 
thought to be somewh.at larger than lusual—otherwise, all the organs were 
healthy. After leaving the Infirmary, he continued to attend as an out¬ 
patient for some months—taking constantly, three times a day, a pill con¬ 
taining throe grains of (piiniiio and one grain of sulphate of iron. Under 
this treatment the .symjitoms gradually subsided—the par oxysms became 
.slighter and slighter, and .at the end of thi-ec ruonths ceasisl altogether. 
The general health also gi-eatly improved. After the eessatiorr of the 
paroxysms he began to suffer from subacute rheumatism, with swelling 
and pain in the joints. He. was troubled in this way for mori' than a 
twelvemonth, and went to Buxton, where ho deiiveal great lienelit, and 
fiirally recovered. I saw this man a few days ago (March, 1870); llievc 
had boon no return of the jairoxysms, and he looked well .and ruddy. 

The patierrt stated positively Urat, except at the fir-st onset of his eojji- 
plaint, the ^raroxysnrs earno on independently of exjiosure to cold ; he was 
.just as bad in the sunriner as hr the winter. Throughout his illness he ale 
and slept well. Ho had never lived iu an agui.sli district, and he .still 
occupies the same house as rr'hcii his ailment commenced. 


C.VsK 2 .—Tlie notes of this laiso are imperfect, and rny own observa 
tions are confined to an examination of the urine. On November 28tb, 
1871, my colleague. Dr. Benaud, scut rue two .samples of urine rvhich had 
been voided by the same man at different periods of the same day. The 
contrast between the two samples was rirarvellons. One sample was of 
the usual yellowish amber colorri’, clear and free from a trace ot albumen 
—in shgrt, perfectly normal. The other was of the blackest red colour, 
quite b]^que, except in the thinrre.st layers. Its sp. gr. 1032; it was 
so albrrmin^s, that it solidified into a chocokatc-coloured jelly when bo.I 
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in a watcr-batli. On stninling, it deposited a coinons dark-lnwvn sediment. 
Utidev the iidcroscoiie (see Fig. 33) tliis atos found to consist of amoiphous 



Fio. .‘ill. (■miinlai'iiiattj'.r, easts, aiul (Hdahcrlra, from tlie dciKwit ii) tlie 
urine of a man with paroKysiiml luematinnria. 

granular matter, amid which wei-o seen numbere of tube.casts. Tlie casts 
were mostly of a medium size, and dark gmnular character. Some weic 
small, and a few almost transparent and approacliing the hyaline character. 
Not a single recognisable red blood.disk could be seen, but a few corpuscles 
resembling the Avhitc blood globules were scattered here and there. Tlic 
iicld Avas full of minute bright s}iecks of oxalato.of-lime. octahodra. The 
j)r6i>ortion of urea, .as ascertained by Liebig’s method, tras 5'2 per cent. 

When the urine Avas boiled in a test-tube, the broAvn albuminous clots 
scjKinited, and loft a dark amber transx>aront suponiatant lif(uor. 

The historj' of the case, as far as it was gathered by Dr. Ilenaud, awus as 
IblloAvs;—The patient Avas a man of forty, of a salloAA- complexion, Avho 
felt, nine Avcoks befons as if he had taken cold. A fortnight since he lost 
his appetite and shiven>d, and aftenrards perapired. He kept his bed four 
days. On November 21at he passed, at noon, urine the colom- of blood ; 
and he has done so neiudy at the same time (t.c. once in twenty-four hours) 
till yesterday. At other times of the day he passed urine of the natural 
coloui'. 1 have not been able to obtain further particulars of this case. 

Cash 3 (Fi'om the notes of Dr. Uitchie).—T. M., a tailor, man-ied, set. 
32, coiLsulted m(! on December 18th, 1869. Hp’Avas above the medium 
height, daik-complexioncil, and had a sdloAV fappearanee. Ho gave the 
folloAving account of himself:—He had formerly been a soldier, and had 
lived for nine yeai'a in the West Indies; dniing that time he had suffered 
from “ black fever,” and from repeated attacks of ague, the last of wliich 
seized him towanls the end of 1865. These were the only illnesses he 
(‘ouldramembertill March, 1869, when he reminded me he had been imder 
my care in the out-patients’ room of the Manchester Eoyal Iniirmaiy, 
suffering from pleurisy AA-ith limited effusion; and again, in September, 
1869, from sub-acute rheumatism. , 
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Ho now complained of passing bloody-looking urine oie. e or twice a (\av 
—thatjmssed in tho intcirals being apjmrently quite, bealtliy. He first 
obsciwed this symptom about two years before, under the following eir- 
omustanees :—He had been engaged in some gyinnasti i excreises one 
November evening, and feeling gi'eatly overheated, had im]undenlly gone 
to tlio door of the gymnasium to cool himself, when he was suddenly seized 
rvith chilliness and violent shivering, followed by severe imin across the 
loins, and a feeling of nausea. About an hour afterwards he voided a small 
. quantity of urine having the colour of iiorter. The urine passed the next 
morning before breakfast was apjiarontly quite natural, but at night the 
iwnter-like colour was again present. For about two months the discharge 
of this dark urmo took place once or twice every day, and then spontane¬ 
ously censed. He had had two similar attacks since—one in March, 1868, 
lasting about six weeks, and the other in September of the same year, last¬ 
ing nearly four months. 

His xiresent attack, which was the most seveit' he had yet suffered from, 
liogan about a foitnight before he came to see me. It immi'dinlely fol¬ 
lowed ex])Osure to cold and wet, and was usliered in by all the premonitory 
.syhiptoms whitdi characterised his previous seizures. The phenomena 
obseiTc the following order He feels perfectly well on getting out of bed 
in the moraing, and usually passes almut ten or twelve ounces of straw- 
coloiusjd urine; almut ten o’clock ho begins to yawn .and shiver, and feels 
“as if he couldn’t sti'cteh himself enough ; ” he then suffers a dull, hoav'y 
pain acro.ss the loins, which sometimes extends round to the umbilicus, 
passing dopui the thighs ; the testicles become retracted. There is no jraiu 
along the course of the uretrus. The shivering and lumbar pain increase 
for about an hour, at the end of which he usmally pisses from eight to ,ten 
ounces of i)orter-liko urine, upon which the symptoms gradually disapiicar. 
Ho usually voids urine again about one or two o’clock, which to all ap- 
liearance is jx-rfectly healthy. About four the same succession of pheno¬ 
mena runs its course, to be followed by the discharge of dark urine about 
five, and again about ten o’clock" in the evening. He has thus had Ihi-ce 
distinct xraroxysras every day from the 2nd to the 16th of December— 
remaining perfectly free from them between the night of the 15th and 
eleven o’clock in the foi-enoon of the 18th, when he began again to pass 
the porter-like urine. He stated tliat he usually went to bed when he felt 
the paroxysm coming on, and that he had the greatest difficulty in keep¬ 
ing hinrself'waim ; “ so different,” as ho remarked, “from what it used 
to bo, when he would have the ague.” 

It was about 2 p.m. on the 18lh when he caidc to sec me, and he was 
requested to send for me on the occurrence of the next jmroxysm. A 
message was received from him about 9.15 the same night, and half an 
hour afterwards I was with him. He was in bed, shivering violently, and 
feeling very cold; his temperature in the axilla was 96°'6 Fahr. ; he 
suffered from the lumbar pain and feeling of sickness previously described; 
the testicles were closely retracted. Ho was ordered a warm drink, aud 


to have on additional pair of blankets on his bed. 

A few minutes after my arrival he x>assed a quantity of urine, wliich ua 
secured for the purpose of examination. Five minutes afterward^he sard 
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before; he becsubc free from them in April, 186(5. He came uuiler the 
care of Ur. Greenhow, who ailmitted him into tlie Middlesex Hosjutal on 
21st December, 1866, for nn attack of jaundice. (Clin. Soc. Trans., Vol. I., 
p. 49.) Dr. Orcenliow liiul seen him on 7th November, 1866, with Mr. 
Nunn ; his report of the urine at that time was as follows : it was trans¬ 
parent, rather hish-colomvd, non-albuininous, sp. gr. 1025 ; on boiling, a 
white cloud of jiliosphatcs was thrown down, which wto at once dissolved 
on adding a single drop of nitric acid. On standing, there was a .slight 
deposit of llocculout matter seen under the microscoiw to consist almost 
entinJy of crystals of oxalate of lime .and a sm-all quantity of nmoiphous 
lithates. On December 21st, the liver was considerably enlarged, and the 
urine was deeply coloured with bile, doj)o.siting a large amount of lithates. 
It was otherwise natural. He was shortly aftci'wai’ds lUiule an out-patient. 
After complaining of wenknes.s and “ rheumatic ” pains, he passed blood- 
coloured urine on 21st March, 1807 ; the urine was normal the following 
day, and continued so till 28th March, when in the out-jratients’ room he 
comphiiued of coldness in the legs and general chilliness, had an anxious 
depressed aspect, and a quick, somewhat irregular, .and very feeble pulse. 
In the course of nn hotrr, he passed eight ounces of dark-red urine, closely 
resembling port-wine, and possessing essentially the same charruiter ns in 
previous attacks. The urine passed at the three subsequent micturitions 
was of a dark-red colorrr, but contained dccr'casing quantities of oxalates, 
grantrlar matter,' and lithates. Two days latter, it was jierfoctly nonrrah 
He was treatesl with sulphate of quinia and tinctrrre of pcrchloride of iron 
for the hannatinuria, and aftenvards with half-drachra doses of syrup of 
iodide of irorr with three grains of the iodide of potassirrm three times a 
day. He continued under observation till .Irrne, 1868, up to which time 
he had had rro retunr of rigors or hrematinuria. The rrrinc has bcetr ex¬ 
amined almost weekly, arrcl found free from albrrmcn, but Iras always con¬ 
tained a few small crystals of oxalate of lime. 

C.vsE 5. (Ortll, Guy’s Hosp. Heir. Ser. 111. Vol. XIl. 1866, p. 381.)—Art 
anrctnic-Iooking laboru'er, set. 33, was admitted into Guy's Hospital umler 
Sir. W. Gull’s care on the 31st Januiuy, 1866. Five months prcviorrsly, 
when employed in loathcr-dycing, during which he was much exjiosed to 
wet, he noticed that his water very much resembled blood in colour. This 
appearance lasted for two days, and then the rrrine assumod its natural 
colom’. Three weeks before admission, he had a mote severe attack, 
attended with a severo pain in his loins, which necessitated his leaving off 
work ; exerting himself, as in lifting a weight, or in walking much, makes 
the urine more like pure blood. This attack lasted till the time of admis¬ 
sion, when the follorving was his condition :—Although amemic, he is 
apparently wcll-noiirished ; skin fmoist; temperature 9 7°‘5 Fahr. ; some 
large, lr*rd cervical glands on left side. Heart and lungs apparently 
healthy. He complaiirs of a shooting pain extending from the trmbilicus 
into ihe loins, which is increased by coughing or drawing a deep breath; 
no pain in the coru-se of the ureters ; no vomitiirg. On 2nd February his 
urine was of an amber colour, sp. gr. 1024. On 8rd February he was 
seized with rigors and with pains in his loins extending into his abdomen. 
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Ho passed about three quarters of an ounce of dark urine, wliieh is 0])a<iuR 
—almost Of an indigo colom’, and charged with albumen. The microsco^s! 
shows gmnular casts, urates, and granular-looking cells, but no blood- 
oor])us(des. On the 4fh it was highly albuminous, sp. gr. 1033. On 5th 
rebruary his urine rvas of a mahogany colour, sp. gr. 1024. Under the 
micixiscopo, no blood-coipuscles and no casts, but numerous crystals of 
hffiruutiu, having a brilliant rt-d colom’, a few crysbds of oxalate of lime, 
and mttch grattrdar rruitter. A gelatinous precipitate appem's on boiling, 
which becomes nruch denser on the addition of nitric acid. Bui’ing the 
night he jiassed aborrt thirty ounces of arnber-eolour'ed urine, sp. gi’. 1015; 
Avith heat it yields a gel.itinous laecipitatc, which di.<iappears entirely on 
the addition of nitric acid. He pa.ssod dark urine which is characterised 
citlrer as being “dark malrogarry” or “dark indigo-like” orr the 8tli, 
10th, 13th, 14th, 15th, 18th, 19th, and 20th Febrruu’y, the urine iir the 
intervals being lunher-colourcd. On the 26th February, it is rroted that 
the lynrphatic glands below atrd behind the left angle of the iirfei’ior 
maxilla are onlaiged and terrder, and there is a iltrsh on the skin ovei- 
thenr; On 1st March, the swelling was not diminished; the patient had 
some shivering and pairr in the loins, lasting lui hour or two, ditring 
which time he pas.sed sLx and a-half ounces of dark i>oit-winu-C(doured 
urine, contairring oxalate of liirte, grairuhir cells, and gr'anules—no blood 
corpuscles. lie contirrued, at iner-easiug Intervals, to void dar-k mine, till 
14th March, wherr the urine, was of a reddish-amber colour, sp. gr’. 1028, 
which, on staudiirg twerrty-fonr hom’S, deposited a iiocculent deposit (’.on- 
sisting of oxalate of lime crystals, crystals of hrematin, squamous epithe¬ 
lium, granules, and granrrlar-looking cells ; no casts nor blood corptisrdcs 
to bo discovered. His urine r’cmaincd per’fectly normal, and of a light 
amber or straw colour, till 26tli March, when he left tho hospital con¬ 
valescent. His treatment was at lir’st dilutes nitric acid and irrfu.sion of 
cascarilla, and afterwar’ds two-draclrm doses of compound tincture of 
cirtchona thrice a day. 

' Etiology .—^The liability to paroxysmal haimatinuria seems to 
be almost exclusively confined to males, one only of the t’wenty 
collected cases occurring in a female. The age of the patient 
at the time of invasion ranged from 2 years of ago to 48 ; two 
cases being under 20, seven between 20 and 30, six between ‘ 
30. and 40, two between 40 and 50, and three cases in which 
the date of invasion is not specified. 

As to the exciting came of the disease, in two cases, it was 
found distinctly connected with malarial poisoning, both pa¬ 
tients actually suffering from ague at tho time the hasmatinuria 
was first observed. In all the other cases (with one exception) 
the disease was clearly attributable to vicissitudes of tempera¬ 
ture or exposure to wet. The effects of exposure to cold are 
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well exemplified in a case of Dr. Johnson, cited by Dr. Dick¬ 
inson (loc. cit.) in -which the patient, so long as he remained 
in bed, continued free from the paroxysms ; but if he sat np 
and got chilled, a paroxysm came on. In a case mentioned by 
Dr. Pavy (Path. Soc. Trans, vol. xviii. p. 1.57), the patient 
had sometimes averted an attack by going in-doors directly 
he felt it coming on, and sitting before the fire and drinking 
something warm. Sir W. Gull believes there is “ reason for 
thinking that a blow or injury to the loins may be the cause 
of this affection; and cites the case of a young lady who in 
getting into a railway carriage fell and hurt her back, shortly 
after which she passed dark bloody-looking urine, in which he 
found, on careful examination, no blood-coi'pusclcs, but only 
the granular pigment matter of disintegrated blood corpuscles.” 
Whilst admitting the possibility of such injuries causing 
hiematuria, or even as in this case hsematinuria, ive shopld, 
however, in the absence of further evidence on the point, hesi¬ 
tate to accept them us a cause of paroxijs^ml limmatinuria. 

The 'palholofjij of the disorder is very obscure. It seems 
clear, however, that the kidneys themselves are affected; tlie 
symptoms point to a sudden but transitory congestion of the 
renal capillaries with escape of their contents, milfiout rupture 
of their walls. That this is produced through an impression 
on the nervous system seems probable from the paro.xysmal 
character of the complaint, and the obviously nervous com¬ 
plexion of the initial symptoms of the paroxysms, namely, the 
rigors, nausea, and general malaise. 

There seems to be some connection between this affection 
and ague, but its precise nature is as yet unknown. Though 
related, they are not identical, as in by far the greater number 
of cases there has beeh neither an aguish tendency nor any 
evidence of exposure to malarial influences ; besides there are 
important differences in the progress of the two disorders; 
thus in the initial stage, the temperature, so far as it has 
been observed in intermittent hajmatinuria has been, unlike 
what obtains in the cold stage of ague, considerably lower 
than normal; there are no distinct hot or sweating stages, 
and no constant periodicity observed in the hsematinuric 
paroxysms. 
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Treatment —The remedies appropriate to the ordinary forms 
of haimaturia have been fonnd perfectly inefficacious in this 
disorder. In two of the reported cases tlie attacks seem to 
have passed off without any medicinal treatment, simjdy 
by avoiding exposure to cold. In one case, recorded by I)r. 
Dickinson, cupping over the loins, vapour baths, gallic acid, 
quinine, iron in various forms, were tried in succession, but 
nothing seemed to affect the disorder ; “ the haemorrhage 
always ceased on the removal of the cold which caused it.” 
This patient had an intercuiTent attack of pneumonia, after 
which he passed into a typhoid condition, from which he 
slowly recovered under the use of stimulants, and afterwards 
of quinine and iron, and was discharged well. Dr. Harley gave 
mercurials, and afterwards quinine in his cases, with marked 
benefit, one patient having remained free from the paroxysms 
for four years, during which he was under observation. Sir W. 
Gull gave two drachm doses of compound tincture of cinchona 
three times a day,- with benefit; the patient went out of 
hospital “ convalescent.” Dr. Hassall found that the ha;mor- 
rhage was considerabl 3 '' restrained, by giving, night and 
morning, a powder containing tannic and gallic acids, and 
burnt alum, with a mixture containing quinine, sulphate of 
iron, and excess of sulphuric acid during the day. Dr. 
Habei-shon found that quinine and arsenic, and Dr. Greenhow 
that quinine and perchloride of iron, and afterwards quinine 
and syrup of the iodide of iron, with iodide of lotassium, had 
the cllect of causing the urinary symptoms to subside, and the 
patients remained free from attacks for several months after¬ 
wards, during the time they were under observation. Dr. 
Beale calls attention to the importance of giving quinine in 
full doses, not less than six grains, ill order to combat the 
disorder successfully. Dr. Begbie, in one of his cases, found 
that the paroxysm did not recur when the patient took twenty 
grains of sal ammoniac three times daily. During the 
paroxysm. Dr. Eitchie found the best treatment was to send 
the patient to bed, apply artificial he'at, and administer warm 
stimulating drinks, such as hot brandy and water. The 
evidence generally is strongly in favour of quinine and iron as 
the most effective medicinal agents. 
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VII.—CANCEllOUS AND TUBEUCDJ.DUS MATTER IN URINE. 

Wlicu cancer or tubercle of any part of the urinary tract 
lias gone on to ulceration, the urine carries away with it some 
of the disintegralcd elements, giving rise to an amorphous- 
looking grnnious deposit. Sometimes masses of the morbid 
tissue as large as a horse-bean arc discharged with the urine, 
and more or less blood is always mixed with such deposits. 

Very great caution is requisite in coming to a conclusion as 
to the cancerous nature of cells found in urine, on account of 
the great similarity between the irregular transitional forms of 
the epithelial cells lining the urinary passages, and the colls of 
cancerous gi-owths. Indeed it would be quite unsafe, in such 
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a case, to rely on the mere form and size of individual cells. In 
the above drawing may be seen the diverse shapes discharged 
with the urine in a case of malignant fungus of the bladder. 
If the forms be compared widi those in Figs. 23 and 31<^), the 
similarity of the cells will appear very striking. It is more 
safe to take the entire character of the deposit into considera¬ 
tion. It may he described as a thick, dirty, blood-stained' 
sediment, containing abundance of blood-corpuscles, mixed 
with spindle-shaped, oval, and irregular cells. Pus-corpuscles 
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arc cither wholly or nearly absent. Tlic presence of shreds or 
pieces of solid tissue appreciable to the naked eye, should be 
cai’cfully looked for : their occurrence is almost a certain proof 
of the existence of some morbid growth. The character of 
the deposit generally, and especially the presence of numerous 
spindle-shaped (fibro-plastic) cells, which cannot be mistaken 
for epithelial elements, indicate clearly that some morbid 
growth or natui’al tissue is being broken uj). The collateral 
symptoms arc then generally sullicient to decide whether the 
broken-up tissue is a portion of the natural membrane or an 
adventitious growth. In cancer of the kidney no help to the 
diagnosis must be expected from the character of the urinary 
deposit (see Cancer of Kidney). 

The discharge'associated with tulirrniloiis ulceration differs 
from that of a cancerous fungus in being largely purulent; 
indeed, pus-corpuscles ai-e often the only appreciable fonned 
elements in the urine in cases of tubercle of tlic kidney and 
bladder. But in other cases, broken-down cheesy masses may 
be seen, together with a large quantity of amoriihous, or barely 
inorphous granular debris (sec TuBERCiiE of the Jvidnjoy). 

It follows, of course, that cancerous and tuberculous masses 
may exist in the kidney, or beneath the mucous membrane of 
the urinary passages, without contributing* anything to the 
stream of mine. It is only when ulcerated that their elements 
escape with the urine ; before this takes place they may, how¬ 
ever, give rise to copious and oft-repeated hmmorrhage. 


VIII.—SPERMATOZOA IE lUlIXE—SPERMATOIlIlliai.V. 

The admixture of semen with the mine gives rise to a 
mucous-looking deposit. When in large quantity, white albu¬ 
minous flakes and masses are seen ; these exhibit a viscid con¬ 
sistence when taken up with the pipette. The microscope 
reveals the existence of spermatic filaments, consisting (Fig. 
35) of a minute oval head, not more than To.i(ro of an inch in 
breadth, and a long whip-like tail of extreme delicacy. The 
length of the entire filament is of an inch. 

When freshly shed, and still living, they exhibit active cel- 
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like movemcDts, Bfcrongly sujjgcstire of rolition ; * but as seen 
in urine they arc always motionless. They offer considerable 
resistance to disintegration, and may sometimes be recognised 
in decomposed urine which has been kept for weeks. 





A certain qnaniity of seminal fluid necessarily finds its way 
into the urine of both sexes after coitus ; also into the urine 
of men after involuntary noetumal emissions. 

Involuntary nocturnal emissions occurring occasionally in 
the young and continent, are not to be regarded as within the 
limits of disease ; but when they take place two or three times 
weekly or oftener, or Avlien tiic acts of defmeation and mictu¬ 
rition arc frequently followed by a gldiry discharge, a diseased 
state must be acknowledged to exist; and one also, as expe¬ 
rience proves, exceedingly difiicult to deal with. Whether it 
be that the mental phenomena obseiwed in these cases are alto¬ 
gether secondary to the genital defect may well be questioned; 
but it is an important—indeed ihc important—fact in relation 
to involuntary seminal discharges, that they are associated 
with a deplorable state of mind Much of this is no doubt 
owing to the prmient eagerness with which persons so afflicted 
seek satisfaction to a fatal curiosity, in the publications of un¬ 
principled quacks, who lure their victims with libidinous 

* Students may be reminded that spermatozoa are not really independent 
animals, but simply the escaped contents of a cell. They are floating cilia, 
and resemble the oscillating sperm-cells of the antheridiio of mosses. 



SPERMATOBRUOiA. 


’57 


descriptions, and afterwards terrify them witli exaggerated and 
lying pictures of the fate which awaits them. 

But tliere is a danger that the legitimate practitioner may 
come to look upon cases of this class too lightly, and thus bo 
the indirect occtision of their seeking the help which is their 
injury. 

The least serious cases arc those in which the emissions arc 
solely nocturnal. As long as the complaint is confined within 
these limits the general health does not suffer, and the intmtal 
state is seldom gravely disturbed. Sometimes, however, indi¬ 
viduals of fervid imagination, whose health is from any cause 
below par, fix upon this incident (nocturnal cuii.ssions) with 
fatal tenacity, and hinge their ill-!iealth entirely upon it, when 
in reality it has nothing to do with the matter. Persons go 
on for years subject to nocturnal pollutions without, tiny harm 
resulting, but when they chance to become dyspcjttie, or their 
nervous system becomes upset by overwork, then these emis¬ 
sions loom largely to their imaginations, and they connect 
them with their failing health. 

When seminal discharges occur daily, and accompany or 
follow defmeation and micturition, a greater departure .from 
the natural state is betrayed; and it is seldom that such a state 
of things continues for any length of time without inducing 
pallor, weakness, want of zest and energy for work, as well as 
a fidgety, vacillating, and sometimes very depressed state of 
mind. Nevertheless, these consequences frequently altogether 
fail. There was recently a patient under my care at the lloyal 
Infirmary—a ruddy strong-lookhig young intin of six-and- 
twenty—^w'ho had been in the habit, according to his own 
account, for the last seven years, of discharging large quaiiti-^ 
ties of seminal fluid almost daily, more esjiecially with mic¬ 
turition. In a specimen of his urine brought to me, there was 
at least a table-spoonful of glairy matter having the micro.sco))ic 
and other characters of semen. The mental state was certainly 
shaken,but solely, as it ajipeared to me, from the diligent sludy 
of Mr. Dawson ’s book on spermatorAcca. He talked with a 
sort of gloomy iatisracGdn''br lieing tired of life, but it was 
with an air as if he were repeating a lesson, and not as one 
revealing a terrible conviction. 



i5cS . onaAma deposits. 

The type of mental disturljance nsually associated with 
spermatorrhoja, is common in this as in other large towns, in¬ 
dependently of seminal losses among persons—chiefly men of 
business—whose hcaltli has given way from too engi’ossiug ap¬ 
plication to exciting pursuits. 8uch persons become nervous, 
apprehensive about themselves to a distressing degree, pusil¬ 
lanimous, subject to attacks of incomplete syncope ; they lose 
their sleep, and sometimes their a 2 )pctite ; there is some real 
emaciation and a great deal of fancied wasting. They pour 
into the cars of their medical attendants an endless variety of 
symptoms, and worry them beyond the most tedious hysterical 
women. Such patients, although often men of middle age, or 
at least beyond their first youth, and fathers of families, rarely 
fail to complete the catalogue of their ailments without a 
reference to what they conceive to be some anomaly of their 
sexual functions. 

Involuntary discharges arc not confined to youth or middle 
age. Men advanced iu j-cars ai'e sometimes tormented in the 
same way, and exactly the same'state of mind is observed in 
them. They imagine their “ substance ” to be ebbing from 
them, and their virility departiug. A gentleman over sixty 
years of age, the fatlier of a family of married daughters, was 
so concerned about a slight seminal discharge which m no way 
affected his health, that he forwarded to me for examination, 
over a hundred specimens of his urine. 

In the treatmmi of this class of cases, the first point to 
establish is whether the trouble of the nervous system is the 
primary phenomenon, and the disturbance of the sexual func¬ 
tions only an insignificant incident, or whether the seminal 
^ losses arc in such frequency and quantity that they' may be 
regai-ded as having a hand in evolving the symptoms com¬ 
plained of. The great majority of cases belong to the former 
(»tegory; and indications for treatment are to be looked for 
in the general state of the patient and the circumstances sur¬ 
rounding him, rather than in the condition of the sexual 
.functions. If it appear, after a patient sifting of the actual 
phenomena and the past history of the case, that, the seminal 
emissions must be regarded as the fundamental ailment, the 
next point is to inquire into the' existence of any local cause 
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for the emissions. The irritation of asearidcs or haemorrhoids', 
sometimes oceasions involuntary discharges: also liori)ctic. 
eruptions about the prepuce, Lallemand enumerates a long 
prepuce as contributing to the same, by the lodgment whicli 
it affords, in uncleanly persons, to offensive secretions. What¬ 
ever be the local cause discovered, its immediate removal is of 
course the fii’st step in the treatment. 

In the absence of a local cause, the evil can usually be traced 
to venereal excesses, masturbation, and the reading of salacious 
literature. Some of these cases are very difficult to deaTwItb. 
An attempt must first be made to put a stop to the practice 
which is the cause of the complaint. The further treatment 
should be directed to improving the tone of the muscular 
system by daily ablutions with cold water or brine, by sea 
bathing, regulated exercise, change of air, &c. The state of 
the patient’s mind often requires that the time, ([uantity, and 
material of the meals shall bo minutely regulated. The diet i 
should be nourishing and bland: spices and condiments should * 
be avoided. Malt liquors ahd the lighter wines are to be 
cautiously employed ; the quantity must be judged by their 
effects. Any quantity which produces flushing of the face is 
too much. An opiate sometimes renders good service by 
scem-ing a good night’s rest. Astringent and ferruginous 
tonics offer valuable aid to the hygienic treatment. Tincture 
of the muriate of iron has ajipearcd to me to produce a better 
effect than any other preparation. A blister to the perineum 
has sometimes seemed to diminish the emissions. In eases 
of inveterate masturbation, Mr. Hilton found that he coiild 
invariably put a stop to the practice by applying a strong 
solution of iodine or blistering fluid to the penis so as to 
render the organ too sore for manipulation.* 

Lallemand recommends the local application of nitrate of 
silvet to the orifices of the ducts of the vesiculae seminalcs by 
means of his porte-caustique. I cannot say that I have ever 
seen cases in which this severe proceeding seemed justifiable. 
It must be remembered that it is not without danger. Hr. 
Bird relates an instance in which a dangerous cystitis was pro¬ 
duced in a healthy person by the local application of tlie solid 
* Lancet, 1863, U. 123. 
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nitrate of silver in tins manner. Dr. Chambers has communi¬ 
cated another and more untoward example, in which death 
followed the application of an irritant ointment by means of a 
catheter in a case of imaginary spermatorrhoea.* 

Dieeilta, B. Schulz,f and Benedikt.J speak in high terms of 
the constant galvanic current. Schulz directs the current to 
be transmitted along the vertebral column for one or two 
minutes, and repeated three or four times a week. Twenty or 
thirty Daniel’s elements, of medium size, should bo used ; the 
positive pole should be applied to about the fifth dorsal ver¬ 
tebra, and the negative to the sacrum or perineum. My 
colleague. Dr. Dreschfeld, has lately published an account of 
tiiree cases successfully treated by the application of the con¬ 
stant current twice a week to the lumbar region. (Practi¬ 
tioner, 1874, ]). 360.) 


IX.—CONFERVOID VEGETATIONS IN UU!NE. 


Minute vegetations arc a]it to make their a])peiirance in 
urine, and to cause confusion in its examination. It is there¬ 
fore necessary that the student should be familiar with their 
opjieariinccs, so that he may not mistake them for objects of 
iiiore imjHirtance. With one exce])tion (sarcinm) they are rarely 
present in urine when voided, and their existence is a sign and 
aecorapaniment of those changes on keeping which eventually 
lead to putrefaction. The following deserve a separate notice, 
namely, vilnioiK's or hacicria, the mould fungus, the yeast • or 
^ ^ sugar fungus, and sarcinrr. 

1. Vibrtones or hackria .—These arc the sim¬ 
plest in structure and the most common. They 
consist of minute linear particles about 
of an inch long,inceBsantlymoving, which swam 
in infinite myriads in urine that is beginri§Jg to 
putrefy (Fig. 36). Their appearance is certain 
evidence that putrefactive changes have set in ; 
the urine loses its transparency and deposits a cloudy sedi- 
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* Liiicct, ISol, II. 5S2. 

+ Yrar Ikiok, 1860, p. 300. llepoiia on Surgery also. 
J Elektrothcrapic, Vitnua, 1868, p. -147. 
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ment; its odonr becomes offensive, and its reaction soon 
ammoniacal. By a veiy high magnifying power these moving 
filaments arc resolved into a series of granular particles arranged 
in line. 

2. Mould fumjns or Penmlimn glaucvm. —Like other organic 
fluids, urine is liable to mildew. Dr. Hassall has shown that 
urine may mould from the growth of two distinct, though 
closely allied, vegetations. The first of these is the penicilium 
glaucum, or common mould Avhich grows in vinegar and all 
albuminous fluids ; and the second is the yeast or sugar fungus 
which flourishes in diabetic urine. 

The mould fungus may be found in urine in the three 
phases of its development, namely, as round and oval eells or 
sforuUs; as an interlacement of fibres, or tluillus; and as a 
downy pile of threads growing into the air, or aerial frucHJim- 
tion. This last phase is, however, not seen unless the urine 
has been kept several days (see Figs. 37 & 38). 



FifJ. JJ7. Mould fan|:(U8. 8]H)rules and iliullus. 


The sporules often appear in urine a few hours after emission. 
It is Snportant to be familiar with their microscopic appear¬ 
ance to avoid confounding them with blood disks. The marks 
by which they are distinguished are: the great difference of 
size among the individual cells ; the presence of a nucleus in 
the larger sporules; their tendency to assume an elongated or 
oval form ; and the indications of budding and commencing 
formation of a thallus. 


M 
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The interlacing fibres of thc'tliiillus arc produced by the 
elongation and gemmation of the sporulcs, and are composed 



V'itb 3S. Mould fungus. Aerial fructUleatioii. 


of tubular cells phieed end to end. This interlacement forms 
a fleecy cloud in the urine, which giadnally rises to the surface 
and forms an islet or patch of mould from which spring the 
ascending stems of the aerial fructification. The latter consist 
of hollow filaments rising from the thallus, which divide at 
their extremities into two or three branches; these again 
subdivide into a number of digitate projections so as to form 
an irregular tuft or head (Fig. 38). The digitate projections 
arc filled with siwrules, and eventually burst, giving exit to 
the sporales, which then fall into the urine below, and collect 
into an amoridioiis-looking deposit at the bottom of the vessel. 

The growth of this vegetation in urine has been admirably 
described by Hassall (Med, Chir. Trans., vol. xxxvi. p. 32) 
with the conditions which favour and impede its development. 
The urine must be acid; when it becomes ammoniacal, the 
further growth of the plant is arrested, and it soon perishes. 
The presence of some organic matter is another necessity; 
but as the urine is never absolutely free from organic matter 
(albumen, epithelial scales, pus, &c.), it may be said that 
every acid urine forms a fittfftg nidus for the mould fungus. 
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Albmninons acid urines arc those in which the plant grows 
most luxuriantly. 

3. Yeast or sugar fungus (Torula ccrevisia)).—^This vegeta¬ 
tion has precisely the same phases of devclojmicnt as the mould 
fungus ; and in the phases of siKumle and tliallus it is not easy 
to distinguish the one from the other; but the aerial fructifi¬ 
cations of the two are wholly different (Figs. 3!) and 40). That 



of the yeast fungus (which grows luxuriantly in diabetic urine 
exposed to the air at a moderate temperature), instead of a tuft 
of branches has a spherical head. When the plant has attained 
its full fructification, the floating bed of thallns appears dusted 
over with a brown powder. Under the microscope, the brown 
matter is found to consist of the spherical heads full of sporulcs. 
These, when ripe, burst, and discharge their sporulcs, which 
sink to the bottom of the glass and form a white settling like 
so much flour. 

Dr. Hassall believes that the growth of the sugar fungus in 
urine is a certain proof of the existence of sugar. Whether ^t 
be so or not, is scarcely capable of absolute proof, until it shall 
have been shown that the natural urine is wholly free from 
traces of sugar. The yeast fungus may grow even to full 
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fructification, as I have repeatedly witnessed, in urine in which 
the most delicate direct testing has failed to detect sugar. 



Fki.- 40. Yejwt fungiis. AeiittlfniciiUcatiou. 


4 . Sarfimc. (Fig. 41).—Since Heller and Mackay, in 1848, 
first discovered sarcinm in urine, they 
have been observed by Johnson, Beale, 
lYelcker, Munk, Begbie, and myself. 
The seat of production of this vege¬ 
tation is probably the bladder; and 
it is discharged with the urine, some¬ 
times in great quantities, and forms a 
greyish-white amorphous-looking de¬ 
posit. It consists of the same elements 
as the sarcina ventriculi (of Goodsir), 
and is'usually regarded as the same 
species. Both the cubical masses and 
their component particles are, however, smaller than those of 
the gastric sarcinu, and Eossmann and Welcker* consider 

* TTeber Sarcina im Urine des Mcnsclien. Hcnle and Ffenf. kitsch, Sttc 
B. IM. V. 199. 

+ After 'Welckcr, Hcnle and Pfeufer’s Zeitscli. Bd. V. taf. x. 
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these differences sufficient to establish a specific distinction. 
It seems more probable, however, that the diUerences in the 
liabitat and conditions of {growth are suflBcient to account for 
the diversity of size. Dr. P. Munk * has shown that one of 
the points relied on by Welckcr, namely, tlie absence (in 
urinary sarcina) of cubes containing more than C4 jiarticles, 
is not constant. Munk found cubes of 512 particles. In 
some vomited matter scut to me for examination by Dr. Scow- 
croft, of Southport, I detected small-sized sarcinm mi.xed with 
those of ordinary dimensions. 

This curious vegetation is generally associated with some 
disorder of the urinary organs (renal pains, ])ainful micturi¬ 
tion, vesical catarrh, &c.). It grows, or at least exists, both in 
acid and ammoniacal urine, hi Munk’s case the fungus grew 
in great quantities during the summer months, and disapiieared 
almost wholly in the winter months ; and this was the more 
remarkable as the patient (who was paraplegic) kept Ids bed 
continuously from year to year. Dr. Begbie’s patient f suffered 
from lumbar pains and frequent micturition, together with 
hyixichondriacal and dyspeptic symptoms.$ In the case seen 
by me, the patient—a merchant about sixty years of age—was 
suffering from long standing clironic cystitis, due to enlarged 
prostate. 

No treatment yet tried has had any ap]ireciablo effect in 
checking tlie gi’owth of sarcinm in urine. 


X--ALBUMEN IN THE UIIINE. 

Albumen is not found in any proportion in healthy urine ; 
but it is the most common and the most important of the 
abnormal ingredients fo\ind in disease. Its presence in the 
urine is due to so many causes that the fact itself yields little 
direct information; but when correctly intCiqiretcd, it furnishes 
a key to several grave pathological states which would other¬ 
wise remain in great obscurity. 

Tests for albumen .—^The tests for albumen are coagulation 

• Ueber Haniisarcinc—ArcMv f. Path. Anat. 1861, p. 570. 

t Edin. Med. Journ. 1856-7. 

4^ See also a paper by Heller—Wien. Med. Presse, xi. p. 13. 
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by heat or nitric acid ; in doubtful cases the two should be 
used together. 

llmt —If the urine hare its usual acid reaction, it becomes 
turbid on boiling when it contains albumen ; and this turbidity 
persists after the addition of an acid. The best way of operat¬ 
ing is to fill a test-tube to the depth of about an inch with the 
suspected urine, and to apply tlie flame of the spirit-lamp to 
the ui)pcr stratum of fluid until it boils. The lower part pre¬ 
serves its original transparency, and thus serves, by contrast, 
to indicate more clearly any change that has taken* place in the 
heated portion. When the urine is cloudy from amorphous 
urates, heat ahne is a complete—and the best—test for 
albumen. The precipitation of the urates is sufBcient evidence 
of an acid reaction ; when the urine is warmed the urates are 
speedily dissolved and the urine becomes transparent, but as 
the temperature approaches the boiling jtoint it becomes again 
turbid if it contain albumen. 

Highly albuminous urines begin to coagulate at a much 
lower temperature than feebly albuminous ones, and when the 
quantity of albumen is only a trace, turbidity does not occur 
until the urine has begun to boil. 

There are two points to be remembered in using heat alone 
as a test for albumen. First, that albumen is not coagulated 
by heat when the urine is alkaline. Secondly, when the urine 
is neutral, or very feebly acid, it may become turbid on heating 
from precipitation of the earthy phosphates; but turbidity 
from this cause is easily distinguished from albumen by a drop 
of acetic or nitric acid which instantly causes the phosphates 
to disappear. 

NUrk acid .—Nitric acid is an extremely delicate test for 
albumen; and it is the best test to use in all cases except 
when the urine is turbid from urates. The best manner of 
applying it is to fill a test-tube to the depth of about an inch ; 
then, inclining the tube, to pour in strong nitric acid in such 
a manner that it may trickle down along the side of the tube 
to the bottom, and form a stratum some quarter of an inch 
thick below the urine. Added in this manner there is scarcely 
any mingling of the two fluids, and if albumen be present, 
three strata or layers will be observed : one, perfectly colour- 
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less, of nitric acid at the bottom ; immediately above this an 
opalescent zone of coagulated albumen; and atop the unaltered 
urine. If there be only a trace of albumen, several minutes 
elapse before the opalescent zone becomes visible. 

There is no. method equal to this for detecting minute 
quantities of albumen. The reaction of the urine does not 
interfere with its operation. Only one caution is necessary. 
In concentrated urines, and especially febrile urines, the au¬ 
dition of the acid is apt to precipitate the amorphous urates, 
and thus to occasion a turbidity which might be mistaken for 
albumen. The two conditions are however easily distinguislicd 
by observing the level at which the cloudiness .begins, and 
the direction in which it spreads. Albumen begins to coagu¬ 
late immediately above the stratum of acid, and the turbidity 
spreads upwards ; but the urates first appear at or near the 
surface of the urine, and the o])acity spreads downwards. 
Heat also readily resolves the doubt; for the urates speedily 
disappear when the urine is warmed, but turbidity from 
albumen is not affected by heat. 

The urine of patients who arc taking cubebs .and copaiba is 
commonly somewhat opalescent, and nitric acid, in the cold, 
sometimes, (not always) increases the opalescence. The sense 
of smell immediately directs attention to the presence of these 
drugs, and heat diminishes the opalescence and prevents any 
turbidity with nitric acid. 

In urines which are over rich in urea, nitric acid, in the 
cold, causes a slow precipitation of a crystalline mass of nitrate 
of ui’ea, which, however, is so different in apjoearance from 
coagulated albunicii that it can scarcely be mistaken for it. 

It is fm'ther to be remarked, that if the manner above 
described of testing for albumen with nitric acid be not fol¬ 
lowed, two notable falLacies may be encountered. On the one 
hand (as was pointed out by Bence Jones), if the urine be 
acidified with a small qu.antity,' a drop or so, of nitric acid, tlic 
albumen may not be coagulated at all j and on the other 
hand, if a largo quantity of acid (an ' equal volume) bo 
suddenly added to, and mixed with the urine, the mixture 
remains perfectly clear, even though it be highly all)ununous. 
I have known the latter fallacy occasion concealment of 
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albumen in the urine, in a case of Bright’s disease, for many 
months. 

\ In practice, the best method of proceeding is as follows: 
Vwhen the urine is cloudy from urates, use heat alone; when 
the urine is clear (or in any case if alkaline), add nitric acid in 
the way abore described; if no turbidity appear above the 
layer of acid, the urine may be with certainty pronounced free 
from albumen; if a turbid zone is produced, apply heat thereto ^ 
if it be not dissipated, albumen is certainly present. 

Several otlicr substances (bichloride of mercury, sulphate of 
copper, alum, ferrocyanide of potassium, creasote, carbolic 
acid and alcohol) coagulate albumen ; but they are unsuitable 
for urine-testing, because those of them which are miscible with 
it, preciitttatc also some of the natural constituents of the urine. 

The qimnUUUive estimation of albumen in urine is a matter 
of considerable practical importance, and various plans of 
attaining this object have been devised. 

For precise determinations the plan usually followed is to 
bring a measured quantity of urine to a slightly acid condi¬ 
tion ; boil; throw' on a weighed filter; w'asli; dry at 212’; 
smd weigh. This proceeding demands a good deal of time. 
The filtering is sometimes impossible; and the results obtained 
are only moderately accurate with every care. 

For a rough and ready, l»ut nsefnl, method, there is none supe¬ 
rior to Imiling the urine in a test-tube and then adding a drop 
or two of acetic acid. Tlic albumen coagulates in fliikes, and 
iwescntly sinks to the bottom, forming a layer of various thick¬ 
ness. The proportion of albumen is judged of by the depth of 
this layer as compared to the height of the column of urine in 
the tube. This proportion may be expressed in numbers, as 
h la “nd so fortli. If the quantity of albumen be too 
small to form a layer of appreciable depth, the proportion is 
expressed more loosely, as a “cloudiness” or an “opalescence.’ 
The varying density of albuminous urines, and the varying 
size of the flakes into which albumen coagulates, affect the 
rapidity and completeness of the subsidence and therefore the 
depth of the coagulated layer, so that only approximate results 
can be expected from tliis method. > 

Becquerel ingeniously tm-ned to account the property of 
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albumen to deviate the plane of polarization to tlic left: and 
construeted an instrument on a similar i)lan to the optieal 
saceharimeter, by which the deviation could bo measured, and 
the pcr-centage of albumen calculated therefrom. It would 
appear, however, that this instmmeut, on llecquerers own 
showing, is only capable of very limited clinical application- 
When the (luantity of albumen is cousidenible it gives very 
exact indications; lait the deviation is too slight for exact 
estimation in moderately and feebly albuminous urines 5 it is 
therefore useless for the bulk of albuminous urines. " 

Iloedecker lias recently projiosed ji volnmc{.rical method, 
founded on the projierty of ferrocyanide of potassium to form 
an insoluble compouud of fixed conqiosition with albumen, 
Vogel states that he has found this method inaccurate.f 

New process of the author.—Dilution JJethoif.—l have 
recently propo.sed a mode of estimating albumen in brine, 
which !• think will prove very useful in clinical work.$ The 
principle of the inetliod is easily understood. 

When an albuminous urine is progressively diluted with 
water, and tested from time to time with nitric acid, the 
opacity induced by the test becomes gradually fainter and 
fainter, until at length it cea.ses to be visible. This point is 
reached when the urine contains less thau aboutO'0014 jier 
cent, of ulbumen. The more albumen the urine contains, the 
more dilution, of course, it will require to reach the vanishing 
point of the reaction; and if we could, fix this point with 
accuracy we should have a simple method of estimating 
albumen in urine. The urine could be diluted until it ceased 
to react with nitric acid, and the amomit of dilution required 
to reach this point would furnish a measure of the proportion 
of albumen. 

But it is not possible to fix this point with accuracy. The 
opacity prodqced by the acid fades auay so gradually with 
increasing additions of water, that it is impracticable to decide 
within many degrees the point at which the reaction ceases 

* See a clinical lecture l>y Becfiuerel, Clinjque Kiirop&nno, 1850, p. 

f ISoedecker’s nictlioil i.s described in Henle atul Pfeufer’s Zeitsek. 1 S.'iH, 
p. 321. 

J For a fuller account of this metho<I the re.adcr is refen’cd to a p-oper by 
the author read before the Medico-Chinirgical Society, Feb..22, ISTO". 
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to be appreciable. And not only so, but the development of 
the reaction becomes more and more retarded as the dilution 
proceeds, until at length it only becomes visible after the 
lapse of several minutes. 

To overcome this difficulty, it was found necessary to fix on 
some arbitrarj' point or line which would serve as a practicable 
zero to the scale. After many trials it was found most con¬ 
venient to draw the line at a reaction coming into sight mid¬ 
way between half and three-quarters minute after the contact 
of the acid—that is, to dilute the urine until it gives no 
reaction for thirty seconds after the addition of the acid, but 
shows a distinct opalescence at the forty-fifth second. The 
exact point to bo aimed at is a reaction coming doubtfully into 
view between tlie thirty-fifth and fortieth second, and appear¬ 
ing, still very dim, but unmistakable, at the forty-fifth second. 
It w'as found jmssible, after a little practice, to strike this 
point with sufficient exactness to serve as a practicable zero to 
the scale. 

Each dilution with an equal volume is counted as one 
degree on the scale, and these degrees may be conveniently 
termed “degrees of albumen.” Thus a urine requiring 
dilutioto with ibrty times its bulk of water to reach the zero- 
reaction, may be described as possessing forty degrees of albu¬ 
men—a urine requii’ing three hundred similar dilutions as 
possessing 300 degrees of albumen, and so forth. 

The difficulty of the method is to hit con-ectly the zero- 
reaction. When this point is approached, a little more or a 
little less dilution makes but a slight difference in the time 
at which the reaction appears. In order, therefore, to obtain 
exact results, it is necessary to conduct the testing with rigid 
uniformity. The tcst-tulie employed should have an interior 
diameter of ^ of an inch (15 millimetres) ; the acid must 
be added in the right way, and at the right moment. The 
operation, too, should be performed by daylight, or, if by 
gaslight, an addition of about five per cent, must be made to 
the results. The proceeding adopted is as follows:—^The 
urine is first tested in the'usual way with nitric acid, so as*to 
get a rough idea of the quantity of albumen contained in it, and 
of the degree of dilution likely to be required to reach the zero. 
The watch is placed on the table before the operator. A fluid 
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drachm of the urine is then measured oif, and introduced into a 
graduated pint measure, and water is added up to a few or many 
ounces, according to the degree of dilution likely to be re¬ 
quired to approach the zero-reaction. The test-tube is then 
filled to the depth of about an inch with the diluted urine, 
and held widely inclined from the perpendicular. The eye is 
now directed to the watch and the acid is added in such a 
manner that it runs along the lower side of the tube to the 
bottom and fonus a distinct layer, about a quarter of an inch 
deep, below the diluted urine. The acid must be added 
exactly on one of the quarter-minute strokes. This is tho 
most critical step in the proceeding, and it should bo i)cr- 
formed in the following manner:—A pointed glass tube or 
pipette is dipped to the depth of a couple of inches into the 
acid and covered with the forefinger. The pipette thus 
guarded is then passed into the test-tube to within half an 
inch of the level of the diluted urine, and at the right moment 
the finger is removed and the charge of acid delivered. As 
soon as the acid is added the test-tube is held up to the light 
against some dark background (such as a black sleeve, a book 
bound in black cloth, or a dark corner of tho room), and as 
soon as the faintest opalescence is ])ereeivcd above tho level of 
the acid, the time of its appearing is noted. If this appear at 
or before thirty seconds after the contact of the iicid, moie water 
is added, and the testing repeated as before. Thus by succes¬ 
sive additions of water, and repeated testings, a close approxi¬ 
mation to the zero-reaction is obtained. A frcsh dilution is 
then prepared, and, guided by the previous trials, two or throe 
testings with different dilutions are generally suliicient to indi¬ 
cate with exactness tho dilution whicli produces an o])alescencc 
between the thirty-fifth and forty-fifth second after the addition 
of tho acid. 

If too much water is added in the first instance, the reaction 
does not appear until after tho forty-fifth second. In this ease 
the operation must be ro-commenced with less water, and 
proceeded with as in the first case. 

When the zero-reaction is determined, the degree of dilution 
required to produce it is noted, and expressed in multiples of 
the unit-volume of urine emploj’ed. Thus, if a fluid drachm 
was the unit-volume of urine employed, and the zero-reaction 
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was obtained when dilution was carried up to fifteen ounces 
(120 drachms), the urine is recorded as having 120 degrees 
of albumen. 

If the urine is feebly albuminous—indicating less than 20 
degrees of albumen—the fluid ounce should be substituted for 
the fluid drachm as the unit-volume. On the other hand, if 
the urine indicate more than HiO degrees of albumen, the unit- 
volume should be half a drachm—or, still better, the urine 
should be previously diluted with water in the proportion of 
] in 2 or 1 -to 4, and the result afterwards multiplied by 2 
or 4 fis the cose may be. 

The actual value in weight of albumen of each degi’ce on the 
dilution scale was found, by cai’eful comparative experiments 
with the weighing method, to cori'cspond to 0‘00."4 per cent., 
or 0‘0148 grain per fluid ounce of the British Pharmacopoeia. 
These data suiiply an easy means of calculating the quantity 
of albumen per ounce, and also the daily lo.<!s of albumen. 
8 ai)posc that 40 ounces of urine were voided in the twenty-four 
hours, and that a samjtle of this urine showed 150 degrees of 
albumen by the dilution method, then :— 

0-0148 X150 = 2-22 and 2-22 x 40 = 88-8. 

The urine contiiined 2-22 gi-ains of albumen per ounce, and 
the daily loss was 88-8 gi-ains. 

The time required for the estimation of albumen in urine 
by this method is from ten to twenty minutes. 

Mollified albiimm m urine. {ParaHmmen.) —Dr. Bence Jones 
has described a modification of albumen, which he designated 
hydrated dcutoxidc of albumen. He found it in the urine of 
a patient suffering from mollities ossium. The urine did 
not give a precipitate %vith nitric acid alone, nor by boiling, 
nor by adding nitric acid to the boiling urine. But if the 
mine was boiled, and then allowed to cool; a precipitate fell; 
and this w-as immediately redissolvcd by heat. The same 
substance has been found in the buffy coat of inflamed blood, 
and it may also be met with in the albuminous fluid of pus 
(Bence Jones, Animal Chem. p. 109).* 

Clititcal sufmfcancc of albumen in the nr hie. —In considering 

* Dr. Mooro Img pnUislied .a case in ivMcli albnmcn iissumed a distinctly 
caseous moditicatiaa in the uriue for .a sUort iiciiod. The urine, when first 
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this subject all those cases are, of course, excluded in whicli the 
occurrence of albumen is only incidental to the presence of some 
other fluid in the urine, such as blood, pus, or spermatic fluid. 

The excessive use of a diet composed exclusively or chiefly 
of albuminous matters, such as eggs, has been shown by Bar- 
rcswil, Brown-Sequard and others to cause the urine to become 
slightly albuminous. The same occurs when albumen of 
eggs is injected into the veins, and even when a large quan¬ 
tity of pure water is so injected (Mngendie, Kicrult). Inter¬ 
ference with the circulation of the blood in the,Jcidncys pro¬ 
duces albuminuria (see Coxgestion of the Kidneys). Vogel 
found that inhalation of arseniuretted hydrogen and carbonic 
acid caused the urine to be abundantly albuminous.* 

Slight and temporary albuminuria ajipcars to occur occa¬ 
sionally from very slight disorders. Beneke, when suffering 
from dyspepsia, noticed albumen in his own urine four times 
in as many weeks. Similar observations have been made by 
others (Parkes). 

Setting aside these unimportant exceptions, albuminuria 
must always be looked on as a grave symptom of disease ; and 
when discovered, it becomes an anxious question to the prac¬ 
titioner : Wliat signification has it ? 

The pathological states in which albumen appears constantly 
or occasionally in the urine may be arranged into the following 
groups:— 

1 . Acute and chronic Bright’s disease of the kidneys. 

2. Pregnancy and the puerperal state. 

exiunined, contained albumen in its usual state ; imt tlio urine of the follow¬ 
ing day coaguliitcd with acetic acid, ami formed ropeated pellicles when 
evaporated. Seven days after, the urine contained no casein (Med. Times and 
(Jaz. 186(i, ii. p. 5%i), In a case oliservod by Dr. beared, a modification 
of albumen, different from either of the above, was encountered. The urine 
became turbid with nitric aciil, and again liccame clear when sufficiently 
heated. It behaved in the saL-ic way when treated with hydrochloric, nitric, 
or phosphoric acids (Med. Times and Qaz. ii. 1871). See also (J. Johnson, 
llrit. Med. Joum. 1874, ii. 618. 

* Krankh. d. Harnbereitendcn Organe, p. .'>18. It has also been .asserted 
that the urine becomes albuminous in mercurial salivation. This assertion was 
long since shown to be erroneous by Eayer. More recently Dr. Francis, under 
the supervision of Dr. 0. Kces, examined the urine of fifteen salivateil indi¬ 
viduals without finding a trace of albumen. (On “Diseases of the Kidneys," 
by Q. 0. llees, p. 28. London, 1850.) 
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3. Febrile and inflammatory diseases (zymotic diseases, 

such as scarlet fever, measles, small-pox, typhoid, 
cholera, yellow fever, ague, diphtheria, etc.; inflam¬ 
matory diseases, such as pneumonia, peritonitis, 
traumatic fever, acute articular rheumatism, etc.). 

4. Impediments to the circulation of the blood (emphy¬ 

sema, heart disease, abdominal tumours, cirrhosis, 
etc.). 

5. A hydrajmic and dissolved state of the blood and atony 

of the tissues (purpura, scurvy, pymmia, hospital 
gangrene); also haematinuria, 

C. Saturnine intoxication. 

7. Nervous disturbance (neurotic albuminuria). 

In the first group albuminuria is dependent on structural 
changes in the kidneys (sec Bright’s Disease). 

In the second, group albuminuria is sometimes associated 
with structural changes, and sometimes not (see Cojwectioh 
OF Bright’s Disease and Pregnancy). 

In all febrile and inflammatory complaints a trace of 
albumen is occasionally found in the urine; it usually amounts 
to no more than a trace, and disappears on defervescence; 
sometimes in pneumonia it is not inconsiderable. As inter¬ 
current febrile attacks arc common in the course of most 
chronic complaints, temporary albuminuria has been noted in 
a grcat multitude of different diseases. This remark applies 
e.spccially to chronic tuberculosis, cancer, caries, and necrosis ; 
and albuminuria under such a condition is to be carefhlly 
distinguished from the cases in which genuine Bright’s disease 
coexists with those complaints. In a zymotic disease there is a 
double pathological state, namely, pyrexia and the operation of 
a specific poisdn; and albumen may appear in the urine either 
as an incident of the febrile state, when it is comparatively 
unimportant, or as an indication of rerions structural changes 
in the kidneys, which constitute a grave sequela of the disease. 

Albuminuria connected with impediments to the circulation 
of the blood is considered under Congestion op the Kidney. 

In a dissolved or putrid state of the blood, albumen appears 
in the urine, without being connected with organic changes in 
the kidney ; it is associated with the escape of the colouring 
matter of the bloo4j(see Hjematinueia). 
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Saturnine albuminuria .—The occurrence of albumen in the 
urine of persons poisoned with lead, altlioughr repeatedly 
observed, was not regarded as anything more than a coinci¬ 
dence until Ollivier demonstrated, by experiments on animals 
and clinical observations, the existence of a causal connection 
between them. Ollivier * * * § found that dogs, rabbits, and guinea 
pigs, when poisoned with repeated doses of carbonate of lead, 
invariably passed an albuminous urine, and that their kidneys 
exhibited signs of incipient organic disease. He also collected 
15 examples of albuminuria in persons poisoned with lead. 
Seven of these had tera|X)rary albuminuria ; in three, the albu¬ 
minuria persisted during tlie continuance of the saturnine 
symptoms; and in four, genuine Bright’s disease had been 
produced. In addition to these observations, he examined the 
urine of 37 persons affected with diverse manifestations of 
lead-poisoning in the Hopital de la ChariWi: of these, nine had 
albuminous urine. These observations have' been confirmed 
by Lancereaux f and Danjoy.l Ollivier found that both the 
urine and the kidneys in these cases contained traecs of lead. 
He inferred that tlie existence of lead in the kidneys induced 
an organic lesion of these organs, and that the albuminuria 
was the consequence of that lesion. 

Neurotic albuminuria .—Bernard found that irritation of the 
renal nerves, and of a certain spot in the floor of the fourth 
ventricle (higher up than the diabetic puncture) caused albu¬ 
men to appear in the urine of animals. Temporary or inter¬ 
mittent albuminuria is sometimes encountered clinically under 
circumstances of disturbed innervation, without structural 
changes in the kidneys. l)r. G. Johnson § has pointed out 
that transient albuminuria occasionally follows cold bathing, 
and Dr. Laycock {| has seen a similar result in the shivering 
period of various ague-like attacks. In vascular bronchocele 


* Archives Gi£o£rales, 1863, ii. pp. 530 and 709. 

t Union M&licale, 1863, and Balletina dc la Sociutd mldicalc d’Kmulation, 
nouvelle sfrie, t. i. p. 182, 1861. 

^ Archives Gendrales, 1861, i, p. 402. 

§ Brit. Med. Joum. v. ii. 1873, p. 664. 

II Dublin Jonrn. of Med. Sc., July, 1874. 
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with exophthalmos, Dr. Begbie* has repeatedly observed 
long-continued intermitting albuminuria. In these last cases 
the albumen appears during and after digestion (especially 
after breakfast), and disapixiars during the periods of fasting. 
Some cases of this class have an evident affinity with par- 
o.xysmal hmmatinuria. 

When albumen Is found in urine, the important point to 
decide is, whether it indicates the existence of organic disease 
of the kidneys or not. This question, in any individual case, 
must bo considered chiefly in connection with the three follow¬ 
ing points jointly, namely :— 

1. The temporary or persistent duration of the albu¬ 

minuria. 

2. The quantity of the albumen ; and the occurrence and 

character of a deposit of renal derivatives. 

3. The presence or absence of any disease outside the 

kidneys which will account for the albuminuria. 

1 . Dr. Parkes f has collected some important facts on the 
importance of distinguishing between temporary and per¬ 
manent albuminuria. He gives a tabular statement of the 
adult cases treated by him in University College Hospital, 
in which the urine was examined carefully and daily for a 
sufficient length of time, to enable it to be said with perfect 
certainty that albumen was or was not present during the 
whole course of the disease, or during any part of it. Cases of 
(iystitis and vaginitis were not included. By the term “ tempo¬ 
rary albuminuria,” Dr. Pai'kes implied cases in which albumi¬ 
nuria, after lasting some days or even weeks, disappcai-ed 
entirely for some time before the patient left the hospital; and 
by ])crmancnt albuminuria,” cases in Avhich the albumen did 
not disappear during the time the patient was under observa¬ 
tion—this time being generally very long, and always many 
days. Tlie cases were of the miscellaneous character usually 
admitted into a London hospital. Cases of cholera and preg¬ 
nancy were excluded. The total number of cases tabulated 
was 303—170 men and 133 women. The results ate given 

* Ellin. Med. .Tonrn., April, 1874. 

+ On the Composition of the Uiinc, p. 186. 
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separately for the two sexes by Dr. Parkes ; but as no diflcr- 
ences of any moment to the inquiry were found between the 
sexes, I have taken the liberty of throwing the numbers 
together, for the sake of simplicity, in the following tables ;— 


TABLK I. 


Total namlicr 

Urine not albiimi- 

Urine temporarily 

Urine permaiieiith 

of cases. 

nous at any time. 

albniuiuuus. 

aibumiuuus. 

303 

227 

37 

• 89 I 


Eeduced to pcr-centages;—in 75 the urine was never all)U- 
minouB; in 12 it was teinponirily albuminous ; and in 13 i)er- 
manently albuminous. 

The 37 cases of temporary albuminuria occurred in the 
following diseases:— 


TAlibK II. 


Disease. 

Total muiibei 

Tcmf>or{iry 

‘No 

of CILSCS. 

albuminuria. 

albuminuria. 

ParapleRia (spinal) 

2 

1 

1 

Hcmiplcf^ (cerebral) . . 

4 


2 

Chronic phtliisis 

28 

1 

27 

Pleurisy (acute) . . . 

17 

1 

10 

UroncMtis (acute, simple) 
Bronchitis (acute in cnii)hy- 

6 

1 

.'i 

sematous lungs! . 
Bronchitis (in tuberculous 

9 

2 

7 

lungs) . • • • 

1 

1 


Pneumouia (acuto, lobar) . 

10 

« 

4 

Heart disease (organic) . . 

17 

2 

15 

Morbus Brightii (acute) 

3 

3 

— 

Acute rheumatism . . . 

19 

4 

15 

Subacute rheumatism. 

8 

1 

7 1 

Purpura haemorrhagica . . 
Typhoid fever . 

1 

19 

1 

n 

H 

Tophus. 

2 

1 

1 

Variola .... 

5 

2 

3 

Scarlatina . , . . 

2 

2 

__ 

Ei-ysipelas (leg) . 

1 

1 

— 

Total. . , . j 

1 

154 

37 

117 


N 
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The quantity of albumen Vas large ” in the cases of pneu¬ 
monia and acute Bright’s disease ; was in “ some quantity ” 
in the cases of typhoid, variola, and scarlatina, and “very 
small ” in mosOof the remainder. 

The diseases in which permanent albuminuria was found 
are detailed in Table III. According to this table, in 32 
out of 39 eases of jicrmanent albuminuria, disease of the 
kidney was cither proved t?) exist or rendered highly probable 
by other symptoms; and as 3 other cases are excluded be¬ 
cause there was no decided information as to the state of the 
kidneys, permanent albuminuria indicated renal disease in 32 
cases out of 36; and if heart diseases are excluded, it indicated 
renal disease invariably. 


TAIJLE IIT. 


Discasu. 


, Morbns Brightii (all fonns) . 

! Euccphaloid .ilisuasi! ol' kidney 
‘Cystic disejise of kidney . . 

1 Leucocythomia,with jtresunied ( 
I lardaceous kidney . . I 

j Chronic phthisis and kidney j 
disease (autopsy) . . . j 

i I’leuiTsy, with probable kid- ( 
j ney disease . . . ) 

Heart disease (hyjiertrophy, ) 
j and valve affection) . . ) 

! Hetiiiplegia, from cerebral I 
! softening . . . . I 

Fancroatic disease, causing I 
icterus . . . . ) 

Puqiura hsemoiThagica . . 


Typhoid fever 


Total . 


Keniarks. 


(Casts and kidney struc- 
< tures in the sediment of 
( the urine. 

1 Kidneys healthy in three 
eas(!s of p. m. examina- 
( tion. 

Blood corpuscles. 

) Amount of albumen very 
I small. 

I Case not fatal; nothing 
1 definite known about 
( kidneys. 

{ Blood east^ and estahlish- 
ment of decided M. 
Brightii consecutive to 
the fever. 


Humber 
of cases. 


2 .'! 

1 

1 


sa 
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2. The greater llio quantity of albumen, the more likely 
is the existence of renal disease; and a “large” quantity 
of albumen and upwards) is rarely'found except in un¬ 
doubted acute or chronic Bright’s disease; «flt is necessary, 
however, in considering the amoupt of albumen, not only to 
have regard to the proportion in a particular specimen 
examined, but also to the total quantity in the twenty-four 
hours. This may bo surmised by the density of the urine— 
low density indicating that the quantity of urine passed in 
twenty-four hours is large, and high density the contrary 
—^but judged more accurately by ascertaining what is the 
actual flow of urine in twenty-four hours. A urine may be 
only slightly albuminous, but if it be of low density (under 
1012 ) and the daily quantity between three and four pints, 
the total loss of albumen will be very considerable, and the 
existence of renal disease strongly indicated. Indeed, of all 
urines there are none more surely indicative of Bright’s disease 
than a pale, dilute, abundant urine which is, at the same time, 
more or less albuminous. On the other hand, as a rule with 
very few exceptions, when the urine is only slightly albu¬ 
minous, and at the same time dense and high coloured, 
Bright’s disease is not present, and the albuminuria is owing 
cither to pyrexia or to some impediment in the circulation of 
the blood. 

The kinds of deposit which indicate most strongly the 
existence of organic renal disease, are, \a) very abundant ones, 
containing casts and much renal epithelium; (J) those con¬ 
taining numerous casts and cells in a state of fatty degenera¬ 
tion. The least indicative of primary renal disease of serious 
import, arc, blood casts, and very transparent casts in scanty 
numbers. 

3. When the urine is found permanently albuminous, and 
there exists neither pyrexia nor thoracic disease, or other 
recognisable condition which can account for the albumen, the 
inference is almost irresistible that there exists a primary 
organic disease of the kidneys. 

It has been stated that it is possible to distinguish inci¬ 
dental (nervous or idiopathic) albuminuria from albuminuria 
depending on disease of the kidneys, by the fact that eertam _ 
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odorous and pigmentary substances when taken internally 
make their appearance in the urine in the former ease (as in 
health) but not in the latter. The observations of Dr. Dyco 
Duckworth not support this conclusion. He found that 
iodine, santonine, turjicntine, and oil of juniper passed through 
the kidneys, and appeared in the urine, of persons aflected 
witli undoubted disease of the kidneys. Some exceptional 
cases were, however, encountered.* * * § 

XI.—SUGAR IN URINE. 

In 1802 Schunckt announced that, when healthy urine was 
subjected to boiling with acids, it gradually deposited a resinous 
substance, and acquired the power of reducing the oxide of 
copper—in other words, that the presence of a substance having 
the properties of glucose became apparent in it. This import¬ 
ant observation probably explains the discrepant conclusions 
of those who have sought for sugar as a normal constituent 
of healtliy urine. BrilckcJ and Bence Jones were always 
able to obtain sugar from healthy urine in not inconsiderable 
<]uantitics. Bence Jones § obtained as much as 0'8 to 1’7 
grain per pint. If natural urine contain a substance, capable 
of yielding sugar by a simple decomposition, it is quite possible 
that the sugar found by these observers was, cither partly or 
wholly, an educt of the analysis, and not a pre-existing consti. 
tiicnt of the urine. This much is certain, that healthy urines, 
and the vast majority of morbid urines, do hot contain sugar 
in quantity capable of being detected by the most delicate 

* 81. Ihrlholomew’s UrapHil Reiwrts, vol. iii. p. 215. 

+ riiilosopbical Magazine, March, 1862. 

t Iwanoff has pointed ont some fallacies in Briicte’s process. He considers 
tlml the greater part of the sugar obtained by Briiche did not pre-exist in the 
urine, but was derived from some other constituent (indican) by the reagents 
employed. Iwanoff concludes that minute traces of sugar do exist frequently, 
but by no moans constantly in healthy urine. (Meissner’s Bericht in Henle 
iUid Pleufer’s Zeitsch. for 1861, p. 323.) In Bence Jones’s process sulphu¬ 
retted hydrogen was employed instead of oxalic acid; but even with this 
modification, the urine would be rendered acid, and there would be great 
probability of sugar being produced from indican during the long process of 
evapozation of the large quantities (1000 c. c.) of urine used. 

§ Jour, of the Chemie^ Society, 1862, p. 22. 
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direct testing. At the same time it is not improbable that 
minute traces of sugar, as of nearly every other substance dis¬ 
solved in tlic blood, may exist in the ririne. These traces, 
however, granting them to exist, have no clinical significance 
whatsoever. When sugar is present in quantity sufficient to 
interest the medical priictitioner, it is detectable with certainty 
by direct testing ; and conversely when dinict testing reveals 
the presence of sugar, it is invariably a grave pathological sign, 
and not a matter of mere physiological curiosity. In tlio fol¬ 
lowing observations I have solely in view sugar in these sensible 
proportions. 

I’eetx fur Swjar in Ur!m. {Qualifathr Ifslmg.) —p'requent 
mistakes arc committed in regard to the ])resencc or absence of 
sugar in urine, not only by jhysicians and surgeons, but even 
by proiessed chemists. More than once, specimens have bcert 
brought to me with the statement that an analytic chemist had 
found a small quantity of sugar, but in Avhicb no sugar really 
existed—certain fallacious appearances, to which I shall pre¬ 
sently refer, having been mistaken for genuine evidence. With¬ 
out proper precautions, sugar-testing, like all other testing, is 
open to fallacies ; but with me derate care and observance of a 
few fixed rules, the detection of sugar is a matter of the most 
l)erfect certainty and of exquisite delicacy. Before proceeding 
to describe the hed means for this purpose, I will say a word 
about those tests which arc in common use, but which are either 
unreliable or insufficiently delicate—namely, the growth of 
toruloe, Moore’s test, and the fermentation test. 

1. I'he growth of torulm. —Dr. Ilassall has advanced the 
opinion that the yeast plant only grows in saccharine urine, 
and that consequently the appearance of this fungus is positive 
proof of the presence of sugar. But, as already stated, the 
yeast plant may be found growing to its full development in 
urines (practically) perfectly free from sugar. Moreover, it is 
not easy to discriminate the spomles and filaments of the yeast 
plant from those of the common mould (penicilium glaucum), 
and as both plants are far more frequently met with in an 
immature condition than in the state of fructification, the 
practical value of this mode of detecting sugar is reduced to 
insignificance. 
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2. Boiling with ligiior potassm {Moore's lest ).—Whea urine 
containing sugar is boiled with an equal bulk of liquor potassse, 
the mixture darkens, and eventually assumes a brandy-brown 
colour. From its easy application, this test; as a preliminary 
step, and for negative evidence, is of great convenience. It 
has, however, two faults— {a) it is wanting in delicacy, and 
(h) it is liable to a notable fallacy. Moore’s test does not 
iinswer clearly until the proportion of sugar rises to about 
0’3 per cent.,.«r one grain and a half to the ounce. By- 
and-by we shall come to a test twelve times more delicate 
than this. 

Again, all high-coloured urines of high density become darker 
when boiled with liquor potass®, although free from sugar; 
and albuminous urines, even when not high-coloured, darken 
sensibly under the same treatment. This occurs with perfectly 
' fresh liquor potass® ; but if the test have been kept in ordinaiy 
white-glass bottles,,it very speedily becomes impregnated with 
lead, which it attracts from the glass, and this offers an 
additional source of error. The liquor potass® kept in the 
wards of the Eoyal Infirmary was found largely impregnated 
with lead, although it had not been in use more than about six 
weeks. Liquor potass® thus vitiated, when boiled with certain 
urines, turns them of a dark porter-brown colour. This is 
something quite different from the slight deepening of the 
tint which has just been alluded to, and it only occurs in 
albumintncs urines, and not even in all of these. In acute 
Bright’s disease, especially when there was blood in the urine, 
or when the albumen was abundant and associated with free 
discharge of renal epithelium, the change of colour was most 
intense; and in one such case the existence of sugar had been 
inferred therefrom, and announced to the patient and his 
friends, by the medical attendant. 'Whore the proportion of 
albumen was small, and renal desquamation slight, the lead- 
tainted liquor potass® did not produce so marked an effect. 
In such urines a slight darkening of colour only ensued, much 
to the same degree as occurred with fresh liquor potass®. It 
was never found that liquor potass® containing lead produced 
a dark brown coloration with non-albuminous urines, provided, 
of course, that they were sugar-free. The usual slight deepen- 
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ing of the tint took place, but not anything conspicuously 
greater than with fresh and pure liquor potassse. 

3. TJm fermentation test .—When saccharine urine is mixed 
with yeast and kept in a warm place, it speedily ferments with 
the production of alcohol and evolution of carbonic acid; and 
as no other substance is capable of undergoing this transforma¬ 
tion, the occurrence of fermentation with yeast is certain proof 
of the presence of sugar. 

Applied to ordinary diabetic urine, fermentation affords 
very clear indications. The most convenient and elegant way 
of applying it is the following :—A few crumbs of Oerman 
yeast arc put into the bottom of a test-tube ; this is then filled 
up to the brim with the suspected urine, covered with an 
evaporating dish or saucer, and then inverted. The dish and 
inverted tube are now set aside in a warm, place—say on the 
mantel-piece. The urine soon begins to ferment, gas collects 
in the top of the inverted tube and expels a portion of the 
urine; and if sugar be abundant, the gas accumulates in such 
quantities that all the urine is driven out before it. There is 
a precaution, however, to be observed. Some specimens of 
yeast spontaneously evolve bubbles of gas; it is therefore de¬ 
sirable, where the indication is doubtful, to perform a parallel 
experiment with the same yeast mixed with simple water, so 
that the amount of gas spontaneously yielded by it may be ascer¬ 
tained. German yeast is exceedingly convenient for fermenta¬ 
tion experiments, and it has now come into such common use 
that a pennyworth may be purchased in almost any baker’s shop. 

There are two drawbacks to the clinical application of this 
test—(a) it takes some hours for its accomplishment, and (J) it 
does not suffice for the discoveiy of minute quantities. Urine 
is capable of absorbing somewhere about its own bulk of car¬ 
bonic acid, so that, unless the amount evolved be greater than 
this, there will be no accumulation of gas in the top of the tube, 
and consequently no visible sign of fermentation. According 
to my experience, urines containing 0-5 per cent., or two 
grains and a half to the ounce and under, yield no sign to the 
fermentation test. Fermentation is therefore a considerably 
less sensitive method of sugar-testing than Moore’s plan of 
boiling with liquor potassse. 
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TJiere is, however, another manner of applying fermentation 
to»the,detection of sngar, which is much simpler and even 
more delicate than the foregoing—^namely, by comparison of 
the specific gravity of the suspected urine lefore and after fer¬ 
mentation. This proceeding will be examined more in detail ^ 
under the head of quantitative testing; but I may here 
observe that considerably less sugar than one per cent, 
may be detected by the lowering of the density after fer¬ 
mentation. 

4. BeducUtm tests .—The action of grape sugar on a number 
of metallic salts is attended with a reduction of the oxides which 
they contain to a lower degree of oxidation, or to the metallic 
state. Accordingly some of these salts are resorted to as 
valuable sugar tests, both qualitative and quantitative. The 
salts best adapted for this purpose are those of copper, bis¬ 
muth, silver, chromium, and tin ; but as the oxide of copper 
is the most universally known, and with proper precautions 
the most striking and sensitive, I shall confine my remarks 
solely to it. 

The ordinary mode of using the copper, or, as it is called, 
Trommer's test, is to add a drop or two of a solution of sulphate 
of copper to the suspected urine in a test-tube. Liquor potass® 
is then added in excess, and the mixture boiled. If the proper 
proportions have been observed, a red deposit of snboxide of 
copper falls when sugar is present. Applied in this rough 
way the operation of the test is very unsatisfactory. If the 
copper be in excess, a quantity of the protoxide remains nn- 
dissolved.and causes conftision. The liquor potass® likewise 
obscures the result by producing an intense dark brown colour 
if sugar be abundant, and the boiling continued beyond a few 
seconds. In consequence of these and other objections, Trom- 
mer’s test is regarded with very little favour by many prac¬ 
titioners, who rely in preference on the ea^ and ready, though 
less delicate, method of boiling with liquor potass®. But all 
the uncertainty attending the employment of the copper test 
arises from a faulty application, and not from inherent imper¬ 
fection. When skilMly used, it possesses a delicacy and 
certainty that renders all other reagents superfluous. 

• The first necessity is to abandon the rough method above 
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sketched, and to prepare beforehand a test solution which shall 
combine the copper and the .alkali in due proportion, ''^liis 
is accomplished by dissolving sulphate of copper in strong 
liquor sodm with the aid of tartfate of potash. The exact 
formula for this solution (Fehling’s standard copper solution) 
is given at p. 192. 

Having prepared the test-fluid, it is employed in the following 
manner;—Fill a test-tube to the dei)th of three-quarters of an 
inch or so with the copper solution; heat nntil it begins to 
boil, and ijhcn add a drop or iwo of the suspected urine. If it 
be ordinary diabetic urine, the mixture, after an interval of a 
few seconds, will turn mddmily of an intense opaque-yellow 
colour, and in a^short time an abundant yellow or red sediment 
falls to the bottom. If, however, the quantity of Sugar pre¬ 
sent be small, the suspected urine is added more freely, hul ml 
beyond a volume equal lo that of the lest employed. In this 
latter case it is necessary to raise the mixture once more to 
the boiling point. It is then allowed to cool slowly. If no 
suboxide has been thrown down when it has become cold, then 
tire urine may with certainty be pronounced sugar-free. 

The points of importance in this proceeding are— {a) to boil 
the test first, and not the urine ; and (b) to use an excess of 
the test. 

The first point is of importance, because the test-solution is 
apt to deteriorate by keeping, unless preserved hermetically 
sealed from the air. When deteriorated by exposure to the 
atmosphere, a deposit of suboxidc takes place from it on simple 
boiling. Boiling the test, therefore, is a trial of its perfection. 
If it remain clear for a minute or two after ebullition, the 
solution is in order, and the testing may be proceeded with ; 
but if the solution becomes somewhat opaque, and a red dejwsit 
presently fall from it, this deposit must be first filtered from 
the clear fluid, which is thereby again rendered fit for use: or 
—which is indeed the better plan—a fresh supply of the lest 
is prepared. The deterioration here spoken of arises from 
the conversion of a portion of the tartaric acid into racemic 
acid, which, equally with sugar, has a reducing power on 
the oxide of copper, and, when present, of course corrupts the 
analysis. 
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The necessity for using an excess of the test applies equally 
to an ordinary diabetic urine, as well as to one which contains 
only a small proportion of sugar, and has a composition 
approaching the natural standard; but as the reason for 
employing an excess is not the same in the two instances, and 
as there are important differences in the operation of the test 
in the two classes of urine, I shall call attention to them 
separately.' 

{«) Method of testing ordinary diabetic virine. —Practically, 
the urine of a diabetic patient, where the disease is in full 
career, may be regarded as a solution of grape-sugar in simple 
water. The natural constituents arc in such small proportion, 
owing to tlie increased flow, that they do not sensibly interfere 
with the operation of the test. 

If, after the test has been heated to ebullition, me drop 
of diabetic urine be added, the reaction occurs almost in¬ 
stantaneously, and the suboxidc falls of a brick-i'ed colour 
at once ; but if several drops of the same urine bo added, 
the precipitate is a rich yellow. This difference in colour 
is merely a question of excess or deficiency of the test. 
WHien the copper exceeds the sugar, and the solution still 
retains its blue colour, the suboxide falls red ; but if the sugar 
exceed the copper, and the blue colour have disappeared, the 
Kuboxide falls yellow. 

The common mode of proceeding—that is, boiling the urine 
first, and then adding the reagent—is very objectionable, inas¬ 
much as it miiy betray the operator into a too sparing use of 
the test, and thereby entail a failure of the reaction. If the 
sugar preponderate greatly over the copper, no precipitation what- 
, ever ensues, because the excess of sugar dissolves the suboxide, 
and forms with it a transparent yellow solution. This state¬ 
ment maybe readily vWfied by boiling some diabetic urine in 
a test-tube, and then dropping in the test-solution. The first 
few drops occasion a dense, muddy, yellow opacity in the top¬ 
most layer; but when the tube is shaken the precipitate is 
redissolved. On adding more of the test, however, the 
opacity becomes permanent, and an abundant deposit pre¬ 
sently subsides. 

(b) Method of testing where the quantity of sugar is small 
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(ind the natural constituents approximate their usual propor¬ 
tions .—^The discovery of sugar in such a urine is much more 
difficult than in the former case. TJie ordinary ingredients of 
the urine—urea, uric acid, pigmentary and other extractives, 
the alkaline and earthy salts—seriously affect the delicacy of 
the test. If grape-sugar be dissolved in simple water, such is 
the sensitiveness of the reaction that one grain in ten pints 
yields a perceptible deposit; but when dissolved, in urine, 
a considerably larger quantity may be present and the test 
fail to reveal its existence. Nevertheless, enough* of delicacy 
remains to satisfy all the requirements of clinical research. 
A still greater delicacy can be imparted to the test by the 
method suggested by Scegeu (Brit. Med. Joum., 1872, i., 
■1G9). The urine is filtered repeatedly through animal charcoal 
until it is completely colourless—a little distilled water is then 
passed through the filter, and to this water the test is applied 
in the usual way. An exceedingly minute trace of sugar 
(0 01 per cent.) can be detected by this procedure. 

Urine of the kind here considered—with a minute propor¬ 
tion of sugar, and the ordinary ingredients almost natural—is 
met with in the early stage of diabetes, before the disease has 
acquired its full development; also in convalescence from the 
less severe forms; and not unfrcquently towards the fatal 
close of the complaint. Even in well-marked diabetes there 
are conditions under which the urine temporarily returns 
nearly to its natural state. These are—abstinence from sac¬ 
charine and amylaceous food, and, d fortiori^ abstinence from all 
food ; accordingly, the morning urine, after the prolonged fast 
of the night, may, in the less severe caseB, be found almost 
sugar-free. A like efibet follows the advent of an intercurrent 
inflammation, as of the lungs or lining membrane of the 
bowels. 

In testing for sugar in urines of this description certain 
precautions are rigidly demanded, otherwise considerable quan 
titles of sugar may be wholly overlooked. The most irai)ortant 
of these is to use a great excess of the test. When the copper 
solution is added drop by drop to healthy urine, at a boiling 
heat, the blue colour is immediately discharged, although not 
a particle of sugar be present, and the urine assumes a deep 
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amber tint. The degree to which urines exercise this decolo¬ 
rising property varies with their strength—that is, with their 
concentration. A dense urine (sugar-free) will discharge the 
colour from nearly its own bulk of Fehling’s standard solution; 
but even the mo?t dilute natural urines—those that are almost 
colourless—have a very considerable power this way. What¬ 
ever be the nature of the transformation here involved, it 
is certain that when the colour of the test has been thus dis¬ 
charged, the copper it contains is no longer capable of being 
precipitated by any sugar that may be present in the urine ; 
and the suboxide is not thrown down until such an amount of 
the solution has been added that the mixture retains a dis¬ 
tinctly green tint after being raised to the boiling point. To 
secure an excess of the test, the most certain method is to heat 
the solution first, as already recommended, and to add the 
suspected urine aftemards. Another advantage is secured by 
this proceeding. Wlien the susj;K‘eted urine contains a con¬ 
siderable quantity of earthy phosphates, the precipitation of 
these by the alkali of the test is apt to cause embarrassment. 
The phosphates fall in light, dirty-white flocculi, which might 
be mistaken by the unwary for a deposit of suboxide. WWi 
the test and urine are mixed together before applying heat, or 
the test is added to the boiling urine, the earthy pho.sphates 
fall in such fine flakes that the transparency of the mixture is 
impaired; but if the urine be added to the boiling tost, the. 
mixture retains its translucency from the phosphates being 
thrown down in denser masses; and by holding the tube 
between the eye and the light, the flakes are seen floating in a 
clear, bluish-green medium. 

In the class of saccharine urines now under consideration, 
the suboxidc is always precipitated yellow, never red. The 
operation of the test is exceedingly distinctive, and takes .place 
as follows :—The copper solution having been heated to ebul¬ 
lition, and something less than an equal bulk of the suspected 
urine having been added, tlie mixture is again raised to the 
boiling point. It then clianges to an intense opaque yellowish 
green, and slowly a bright yellow deposit subsides. If the 
urine contains less than half a grain per cent, of sugar, the 
precipitation does not take place immediately, but occurs as 
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the liquid cools—in five, ten, or twenty minutes, and the 
manner of the change is peculiar. First, the mixture loses its 
transparency, and passes from a clear olive-green to a light- 
greenish opacity, looking just as if some drops of milk liad 
fallen into the tube. Tliis green milky appearance is quite 
characteristic of sugar. By this proceeding onC|>onth of a 
grain per fluid ounce, or less than one-fortieth- of a grain per 
cent., can with certainty be detected, and any quantity below 
this has no pathological signification, and is matter of only 
physiological interest. 

Some of the natural urinary ingredients, and especially uric 
acid, have been stated to possess the power of reducing the 
oxide of copper to a state of suboxidc, and of becoming thereby 
the source of a notable fallacy in using this test for the detec¬ 
tion of sugar. No fear, however, need be entertained on this 
score ; I have over and over again treated urines containing 
an excess of uric acid, and even urines thick with the amor¬ 
phous urate deposit, with the test solution at a boiling heat, 
but have never obtained the least resemblance to the sugar 
reaction. It is, however, to be borne in mind, that if urine be 
boiled Avith the test for a comiderahh iime — say twenty 
minutes or half an hour—a reddish deposit falls, and the 
mixture assumes a muddy, dirty fawn appearance, although 
no sugar be present. This reddish deposit appears to con¬ 
sist of the earthy phosphates tinged red by some of tlie suboxidc, 
reduced, perhaps, through the instrumentality of uric acid. 
But this reddish deposit is only prodwod after p-olm^ged boil¬ 
ing, and prolonged boiling is of all things the most to be 
avoided, because the most utterly useless, in performing the 
test. If simply raising the fluid to the boiling point, and then 
allowing it to cool in a warm place, as in a jug of hot water or 
on the hob, fail to yield an indication of sugar, no amount of 
boiling will develop a trustworthy reaction. 

To recapitulate: the best method of detecting sugar in urine 
is as follows ;—Poiir some of the prepared test-liquor into a 
narrow test-tube to the depth of three-quarters of an inch ; heat 
until it begins to boil; then add two or three drops of the 
suspected urine. If the sugar be abundant, a thick yellowish 
opacity and deposit of yellow suboxide are produced (and this 
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changes to a brick-red at once if the blue colour of the test 
remain dominant). If do such reaction ensue, go on adding 
the urine until a bulk nearly equal to the test employe^ has 
been poured in; heat again to ebullition : and, no change 
occurring, set aside without further boiling. If no milkiness 
is produced as the mixture cools, the urine may be confidentljr 
pronounced free from sugar, for no quantity above a fortieth 
of a grain per cent, can escape such a search, and any quan¬ 
tity below that is devoid of clinical significance. 

EsUrmlion of the qitantity of sugar in urine.' '{Quantitative test¬ 
ing .)—In early times medical men judged of the quantity of 
suggu: in diabetic urine by the amount of syrup yielded on eva¬ 
poration. This was a very rude as well as troublesome pro¬ 
ceeding. A much readier and not less precise method was to 
calculate the sugar from the specific gravity. Dr. Henry^drew 
up a table, which Prout afterwards extended and improved, 
showing at a glance how much solid matter per pint was con¬ 
tained in urines at different densities. When the urine 
voided amounts to several quarts a day, and the natural uri¬ 
nary ingredients have sunk to a very low proportion,'the 
secretion resembles a solution of grape-sugar in pure water. 
In this condition the density is a moderately accurate 
measure of the quantity of sugar; but it is still far from 
absolute correctness, as may be judged from the following 
table, drawn up from a number of my analyses ;— 


Tjvui.K xlimeing the uwxHain relation of the specific gravity to the propor¬ 
tion of sugar where the daily fiow of urine ranged between nine and. 
thirteen pints. • 


Specific Kravitj-. 

1045 



8 \^;ar p<^r im^ierial 
... 875 ffraiiis. 

1043 



972 „ 

1042 



683 „ 

1041 



920 „ 

1041 


... 

931 „ 

1040 



911 „ 

1039 



683 „ 

103.-. 



875 „ 

1034 



645 „ 

1033 

... 

... 

635 „ 


But when the flow of urine is no more than two or three 
















QUAM'FITATIYE TESTING. ,91 

pints a day, the natural ingredients ^come to hold something 
like their normal proportions, and contribute very sensibly to 
raise tl^e density. Accordingly with the diminished flow there 
is a very greatly lessened proportion between the specific 
gravity and the per-centage of sugar. The annexed table 
shows this relation in the urines of the same patients when 
the daily excretion had been reduced by dietetic means to 
let^em itvo and three imts. 


Table slmwing the lesscped and still more wneertain rclaUmi of the specific 
gravity to the qwEuily of sugar where the daily flow ranged Inivxeu 


two and three pints. 


Sjieciflc graTitj'. 

Siigiir )>er 

1044 

. 025 grains. 

1042 

. 556 

1041 

. 591 „ 

1041 

. 498 „ 

1039 

•. . ... 508 „ 

1039 

. 608 „ 

■ , '■ 1039 

. 600 „ 

1039 

. 446 „ 

1036 

. 377 „ 

1035 

. 471 „ 

1034 

. 486 „ 

1034 

. 312 „ 

On comparing these two tables, it is seen that the density 
holds a much less constant relation to the proportion of sugar 

when the daily flow is 

scanty than when it is abundant. It is 


also seen that in the former case a given degree of density 
indicates -a much lower proportion of sugar than in the latter. 
The mean density in the first table is 1039-3, and in the 
second* nearly the same—1038-6 ; but the proportion oi' 
sugar is much greater in the first, where it averages 813 
grains per pint, than in the second, where it is only 511 
grains. 

Of the more accurate methods there are two peculiarly 
eligible for ^practical use—the one on account of its speedy 
performance, and the other on account of its easy appli¬ 
cation. 

*1. Voliimetrical method .—^This has been brought to a high 
state of perfection by'Fehling. It depends in principle on the 
fact that there is a fixed relation between the amount of a 
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copper salt reduced to a state of suLoxide and the sugar 
present. Fcbling founrf that one equivalent of grape-sugar, 
or 180 parts, decomposed exactly ten equivalents, or 1246‘8 
parts, of sulphate of copper. Accordingly he prepared a solu¬ 
tion of copper of standard strength, and applied it to fluids 
containing grape-sugar ; and the quantity of these required 
to decomiwse a fixed volume of the standard solution furnished 
an exact measure of the sugar they contained. 

Fehling’s standard solution Is prepared according to the 
following prescription :*— 

.‘iulpliatK of copper, 90J grains; 

Neutral tartrate of potash, 364 grains ; 

Solution of caustic soda, sp. grnv. 1'12, fomr fluid ounces. 

Add water to make up exactly sm fluid ounces. 

200 grains of this solution are exactly decomposed by one 
grain of sugfer. The apparatus required for the performance 
of the analysis arc described and figured at pp. 5 and 6. 

Mode of pm-forming llm cmalgsh .—Measure off 200 grains of 
the standard solution in the 200-grain tube, pour this into the 
flask, and add about twice its volume of water ; then place 
over a spirit-lamp to boil. While the copper solution is being 
heated, the urine to be analysed should be diluted with water 
to a known degree. In the case of ordinary diabetic urines, 
tlie best dilution is one in ten. This is obtained by carefully 
filling thi C-os. mcasrire with water to the depth of ounces, 
and then adding urine so as to [make up exactly 5 ounces. 
The mixture will then contain exactly one-tenth of ^irine. 
(When the quantity of sugar in the urine is very small, a 
dilution of one in five, or even the undiluted urine, may be 
employed.) 

The next step is to fill thd burette (which is graduated to 
grains) with the diluted urine to 0. Then proceed to add it, 
iq successive small portions,’ to the boiling copper solution, 

* More exactly, in grammes and cubic centimttros, the proportions stand as 
follows 

40 grammes—crystals of sulphate of copper; 

160 grammes—neutral tartrate of potash ; 

750 grammes—caustic sod.a, sp. grav. Ii2. 

Add water up to 1154*5 cubic centimetres. 

Each 10 cubic centirnttres correspond to 0*05 gramme of grape sugar. 
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until the blue colour has entirely disappeared. After each 
fresh addition from the burette ijie mixture should be raised 
to the boiling point, and then allowed to stand a few seconds, 
so that the precipitated copper may subside, and the obserrer 
may see, by holding the flask between the eye and the light, 
whether the mixture still retains any blue colour. As soon as 
the blue colour has disappeared the analysis is complete, and 
the quantity of diluted urine employed may be read off. The 
per-centage of sugar in the urin» can now bo readily calcu¬ 
lated. Suppose 125 grains had been added from the burette : 
this represents one-tenth, or 12'5 grains, of undiluted urine, 
and contains exactly one grain of sugar: by dividing 12*5 
into 100, the per-centage of sugar is obtained: or S=8: 
the urine contains 8 per cent, of sugar. 

2. Differmtial density mellwd .—The second of the tw> 
methods of estimating sugar, which I have undertaken to 
explain, combines, as I believe, more perfectly than any other, 
the twin advantages of ease and accuracy. It is founded on 
the diminution of density suffered by saccharine urine when 
fermented with yeast. The specific gravity of an ordinary 
diabetic urine ranges from 1035 to 1050. When it has under¬ 
gone fermentation, and all the sugar is converted into alcohol 
and carbonic acid, the specific gravity is found to have sunk 
to 1009, to 1002, or even below 1000. This falling off in the 
density arises from two distinct yet necessarily associated 
causes—namely, first, the destruction of the sugar, which was 
the cause of the high density of the original urine; and, 
second, the presence of the generated alcohol in the fermented 
product. Now, the loss of density from these causes must 
evidently stand proportional to the quantity of sugar originally 
present in the urine, and must consequently furnish a measure 
of its quantity. 

The experimental data on which this method is founded are 
fully detailed in a paper published by the author in the 
“Memoirs of the Manchester Literary and Philosophical 
Society ” for 1860; also in a paper in the “ Edinburgh Monthly 
Journal” for October, 1861. The mode of experimenting was 
—first to ascertain by the volumetrical analysis, which I have 
just described, how much sugar was contaiued in a certain 

o 
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diabetic urine. The urine was then fermented by means of 
German yeast—its specific gravity having been previously 
ascertained. In twenty-four hours, after the fermentation had 
ceased, and the scum had subsided, the density was taken again, 
and by subtracting this from the density before fermentation, 
the “ density lost ” was ascertained. And it was found that for 
every grain of sugar contained in an ounce of urine, one degree 
of specific gravity had been lost. Experiments were multiplied 
on diabetic urine; correspoifding experiments were made with 
solutions of sugar of known strength in healthy non-saccharine 
urine and in pure water, and the issue of all was to establish 
the conclusion that Vie number of degrees of “density lost” 
indicated as many grains of sugar per fluid ounce. 

In the practical application of the method, the ordinary 
urinometer may be used for taking the densities ; but it is 
well to choose one with a long scale, as some of those in use 
have very short ones, audit becomes impossible to read the 
density accurately. Still further precision may be attained by 
dividing the usual scale into two parts on separate instruments. 
I have had constructed for my own use two perfectly corre¬ 
sponding urinometers, on one of which the scale ranges from 
995 to 1025, and on tlie other from 1025 to 1055, each instru¬ 
ment covering 30 degrees of density. The scales are thus 
rendered so long, and the intervals between the lines so great, 
that in a clear urine the specific gravity can be easily read to 
a quarter of a degree ; and even in the fermented urine, which 
docs not regain its original transparency, but continues, at least 
for many days, more or less cloudy, it can be read with cer¬ 
tainty to half a degree. 

Another important point is to obviate errors from variations 
of temperature. If the density before and after fermentation 
bo taken at widely difierent temperatures, an error of serious 
amount may creep into the analysis. The best mode of 
avoiding this is to put up a few ounces of the unfermented 
urine in a “ componion phial,” and to place this side by side 
with that set apart for fermentation, so that, at whatever tem¬ 
perature the fermented product may he when its density is 
observed, its unchanged alter ego stands near it for comparison 
at exactly the same temperature. 
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The most conrenient way of proceeding is the following;— 
About four ounces of the saccharine urine are put into a 12- 
ounce bottle, and a lump of German yeast about the size of a 
cobnut or small walnut is added to it. A great excess of 
yeast is used to hasten fermentation, but a little more or a 
little less does not sensibly affect the result. The bottle is then 
covered with a nicked cork (which permits the escape of the 
carbonic acid), and set aside on the mantcl-picce or other warm 
place to ferment. Beside it is placed a tightly-corked 4-ouncc 
phial filled with the same urine without any yeast. In about 
twenty-four hours the fermentation will have ceased, and the 
scum cleared oft' or subsided. The fermented urine is then 
decanted into a urine-glass, and its specific gravity taken; 
at the same time, the density of the nnfermented urine in the 
companion phial is observed, and the “density lost” ascertained. 
Fermentation is generally complete in about eighteen hours, if 
the locality be suflSciently warm; and it is desirable to remove 
the two phials into a cool place two or three hours before the 
densities are taken, in order that they may attain the tempera¬ 
ture of the surrounding atmosphere. 

The two following examples may serve as illustrations of the 
method: 



I. 

II. 

Density before fennentation . . . 


1038 

Density after fennentation 

1004 

1013 

Degrees of density lost. . . . 

49 

25 

Grains of sugar per fluid ounce . 

49 

25 


If it be desired to bring out the result as so much per cent., 
this is accomplished by multiplying the number indicating the 
“ density lost ” by the coefficient 0*23. Thus in the first of the 
above examples 49 x 0’23 = 11*27, and in the second 25 X 0*23 = 
5*69, which are the amounts of sugar respectively per 100 parts. 

The time actually consumed in determining the quantity of 
sugar in urine by this method does not exceed four or five 
minutes, but the result must be waited for until the succeeding 



196 


CLINICAL SIGNIFICANCE. 


day ; this is its chief disadvantage. Its application is so easy, 
that a medical friend in attendance on a diabetic patient was 
able to teach the patient’s wife to make the analysis; every 
morning when ho came, she could give exact information as to 
the quantity of. sngar excreted on the previous day. 

Dr. Hensley * has investigated the limits of error which the 
use of this method involves. He finds that the rule arrived 
at experimentally—namely, that one degree of density lost in 
fermentation corresponds to one grain of sugar per ounce of 
urine—agrees very closely with the theoretical result obtained 
by calculation. Hr. Hensley concludes that if the above rule 
be applied to the fluid ounce measure of the British Pharma¬ 
copoeia, and sugar be taken as dry crystallisable glucose 
(Cj Hj Oj), the result obtained is slightly too large, but the 
excess above the true number is less than its sixty-fourth part, 
that is to say, less than I'G jwr cent. 

OplifMl tsaedutrimeiry .—The property of glucose of rotating 
the plane of polarisation to the right has been taken advantage 
of to estimate the quantity of sugar in diabetic urine. The 
best instruments for the purpose are those of Mitscherlich and 
Soleil. This method is not so universally applicable as the 
two preceding ; and the price of the instruments, together 
with the delicacy required in their manipulation, puts them 
almost out of reach of ordinary practitioners. 

Clinical significance of sugar in the nrim .—The presence of 
a large quantity of sugar in the urine is the characteristic 
feature of diabetes mellitus: but small quantities may be 
present in a variety of other circumstances—as after eating 
excessively of amylaceous or saccharine articles of food, firom 
injury or disease of certain parts of the nervous system, from 
impediments to respiration, etc. This subject, however, can 
be more conveniently treated in a future page (see Physio- 
IXiCnOAl, COKSIDE'EATIONS BBLATING TO DiABETES). 

* Note oa Dr. Boberto' metbod of estimating diabetic sugar, by Philip J. 
Hensley, in vol. iiL of the St. Bartholomew’s Hospital Beports. 



PAET II 


URINARY DISEASES—DISEASES OP WHICH THE 
CHIEF CHARACTERISTIC IS AN ALTERATION 
OP THE URINE. 


CHAPTER I. 

DIABETES INSIPIDUS. 

■Wiiiia—Urinary Diseases I'- !• Bond. 1838. 

Fai<oK—Beitr. z. Lehre von d. Eiofavhe Polyurie. Deutsche Klin. 18.5.3. 
Neuffbb—U ober D, Insip. Tubingen Thesis, 1856. Canstatt’s Jahresb. 1857, 
iv. 234. 

TBOtrssKAU—Clittiqne Mfidicale, T. ii. p. 611. 

Maunani—D u Diabbte Insipide. Strasburg Thesis, 1362. 

P. Bake —On Diabetes Insipidus. Beale's Archives, vols. ii. and iii. 

W. Stbahub —Case of Diab. Insip. Beale’s Archives', vol. iih 
Anniuisouit—NichtznckerfUhrender Hamruhr. Doipat Thesis, 1862. 
Mekbaoh—^E in Fall von Polyurie. Kiichenmeistcr’s Zeitsch. 1865, p. 10. 
Lascebeadx —De la Polyurie. Paris Thesis, 1869. 

SiBAuss—Kinfache Zuckerloso Harnruhr. Tubingen Thesis, 1870. 
DiCEiii.soii—On Diabetes. Lond. 1875. 

KClz—D iab. Mell. n. Insip. Marburg. 1875. 


C ASES characterisod by increased thirst and excessive dis¬ 
charge of a watery urine of low specific gravity, free from 
sugai- and albumen, are grouped together under the general 
designation of diabetes insipidus. 

The want of unitbrmily in the course and symptoms of the.se 
cases, and in the anatomical changes found after death, indicate 
that several wholly distinct pathological states are included 
under this heading. ^ 

Attempts have been made to classify the cases according to 
the characters of the urine. Those in which it was supposed 
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that the urine mei»ly contained an excessive amount of water, 
without any alteration of the total quantity of solids excreted, 
or of the mutual proportion of the several solid ingredients to 
each other, have been named Polydipsia (or excessive thirst); 
those in which it was supposed that the solid matters, and 
esi>ecially urea, were excreted in excessive quantity, have been 
named Polyuria ; and those in which it was supposed that the 
urea and other solids were in diminished quantity have been 
named Amzotwria (Willis). 

This classification is, however, valueless in practice: both 
from the ditficnlty of assigning a precise standard of composi¬ 
tion to the urine under the various conditions of existence, and 
the tedious and difficult investigations, extending over several 
days, which are required to ascertain the mean composition of 
the urine in any particular case. 

I have collected from various sources, most of*which are 
indicated at the head of this chapter, sixty-nine cases of 
insipid diabetes ; to these I have added five cases observed by 
myself; and three more, of which the particulars were sup¬ 
plied by my friends Drs. Bates and Bowman. From an analysis 
of these seventy-seven cases the following account has been 
drawn up. 

EUoloyy. —^The liability to diabetes insipidus is very consi¬ 
derably greater in males than females ; of the seventy-seven 
cases, fifty-five were males, and twenty-two females ; the age 
of the patients at the time of invasion ranged from the 
extremes of infancy to old age ; but the greater number 
occurred between the ages of five years and thirty years. In 
the following table an analysis is given of the ages of seventy 
cases at the time of invasion. 

Infancy .... 7 cases. From 20 to 30 years . . 16 cases. 

From B to 10 years . .15 „ „ 30 —60 „ . . 15 „ 

,. 10—20 .. . . 13 .. .. 60 — 70 ,. . . 4 .. 

In two, if not three, cases the disease appeared ,to have 

existed actually from birth. 

In a very larne proportion, no exciting rause whatsoever could 
bo assigned for the disorder. In the remainder, various cir¬ 
cumstances were alleged with greater or less probability to 
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have been the exciting causes. These p];esent considerable 
similarity to the alleged causes of saccharine diabetes, and 
stand in the following order of frequency:— 


Cerebral disieasc (tubercle, &c.) . 9 
Blows on the head, and falls . 6 

Intejnjwrance .... 6 

Kximsuix! to cold, and drinking 1 
cold fluids while heated . ) " 


Previous febrile or inflamina-') ^ 
toiy disease . . . i ' 

Hereditary influence . . . !S 

Muscular oflbrt . . . . 2 

Exposiuv to hot sun . . .1 

Mental emotion . . . . 1 


In several cases serious organic changes were found in the 
kidneys. These will be more particularly described in con¬ 
nection with the morbid anatomy of the disease. 

Two cases recorded by Dr. AV. Watts (Lancet, 1848) arc 
referred by him to syphilitic disease and abuse of mercury. 

Hysteria, grief, neuralgia, or the influence of a nervous 
constitution, arc also mentioned as determining causes. 

In some of the traumatic cases the symptoms set in with 
maximum intensity on the very day of the accident; in others 
there was at first loss of consciousness; and the thirst and 
diuresis came on with the restoration of the faculties, or a few 
days after. In one case severe nervous symptoms continued 
for six months after a fall, and the diuresis first broke out at 
the end of this period. In four of the traumatic cases the 
symptoms persisted for between nine days and a month, and 
then finally disappeared as the cerebral symptoms subsided; in 
two others the disorder became permanent, and had already 
existed at the date of the record, six years in one and seven 
years in the other.* 

In the cases associated with cerebral disease, tumour of the 
brain was found in two—and degeneration of the cell-elements 
in three others. These cases will be noticed more particularly 
when the morbid anatomy of the disease comes to be treated of. 
In a case observed by myself (a shopkeeper thirty-five years of 

* Br. Mattkews Duncan kas sent me tke notes of a case (read before the 
Edin. Obst. Soc., June 10, 1874)'o£ D. Insipidus in a woman who miscarried 
at the seventh month, fourteen years before she had a blow of great severity 
on the back of the head. Shortly after this she observed that she drank a 
great deal of water, and had a great flow of urine. This hfls continued ever 
since, though she has enjoyed &ir health and is the mother of four healthy 
children. The quantity of urine ranged from 20 to 80 pints. 
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age), the disease had come on twenty months previously with 
sadden, complete, and permanent loss of sight, first in the left 
eye, and six months later in the right. During these twenty 
months the patient had been in the habit of voiding two or 
three gallons of urine daily. He was also subject to curious 
nervous attacks, which recurred at irregular intervals, and 
lasted from half an hour to periods of several days. They con¬ 
sisted in a perversion of intellect, incoherence, irrepressible 
impulse to go away from the house, trembling of the limbs and 
twitching of the muscles. Sometimes the patient would fall 
into an epileptiform fit, with loss of consciousness, screaming 
and convulsions}, but w’ithout foaming at the mouth, or biting 
the tongue. When seen by me he was totally blind, but the 
intellect was perfect, and the general health—except during the 
paroxysms—was good. He could walk twelve miles with 
ease; and in the last eight months he had gained weight to 
the extent of 40 lb. The history and general character of the 
symptoms appeared to point to the existence of vesicular 
parasites within the cranium. The three remaining cases were 
children supposed to suffer from cerebral tubercle. They all 
died in convulsions. 

Of the five cases attributed to intemperance, the symptoms 
came on in one of them on the day after a severe bout of 
drinking, in which the patient had been insensible for two days. 
Hot one of this group is reported as cured ; and one died in 
two months. 

Two cases followed exposure to cold; and two followed 
copious drinking cold fluids while the skin was hot and per¬ 
spiring. One of the latter, related by Vigla, began with un¬ 
quenchable thirst and diuresis on the same day, and terminated 
fatally a few months after. 

Four cases followed variola, ague, fever, and inflammation 
of the bowels ; all ran a very chronic course, and lasted from 
four to twenty-four years, with good preservation of health; 
the symptoms commenced immediately after recovery from the 
initial complaint. 

• In two cases, the symptoms commenced immediately after 
violent muscular effort. One was a boy of twelve, who strained 
himself in pushing a cart-wheel sunk in the mud. After a few 
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months, the symptoms were subdued by nitrate of potash ; but 
some months later a relapse occurred, and the patient died 
suddenly, from taking, as is alleged, too large a dose of the 
nitrate (P. Frank—cited by Romberg). The second is a re¬ 
markable case, related by Jarrold, in Duncan’s Annals for 1801. 
A girl of 19, when going down a flight of steps, slipped: with 
very great exertion she saved herself from falling. Imme¬ 
diately after menorrhagia began, and on the evening of the 
same day she experienced inordinate thirst and profuse diuresis. 
She entered the Edinburgh Infirmary, under Professor Gregory, 
and was speedily cured of the haemorrhage by the compound 
powder of alum. The urine amounted to the enormous 
quantity of 60 lb. in the twenty-four hours, sometimes even 
to 60 lb., and one day to 72 lb. 1 Under the influence of lime- 
water and powdered galls, the urine was gradually reduced 
to between 5 lb. and 10 lb. a day. She left the hospital other¬ 
wise in good health. 

Three eases were attributed to hereditary influence. One of 
these was a man in good health, who had suffered for the long 
period of fifty-nine years from polyuria. The disorder began 
in infancy. Hie father, two brothers, and a sister had suffered 
similarly. Another was a healthy .soldier of twenty-four, who 
had been polyuric for four years. His mother, brothers, and 
two sisters suffered in the same way. The third was a young 
lady of nineteen, mentioned by Trousseau (Clinique Medicale, 
t. ii. 611), whose grandfather was affected with saccharine dia¬ 
betes, and uncle with Bright’s disease. She was well-grown 
and tolerably healthy, and had borne her complaint for six 
years. All these cases proved incurable. 

Course and Symptoms .—The invasion of the complaint is 
often quite sudden. Dr. Bennett relates the case of a woman, 
thirty-four years of age, who went to her work one morning at 
six o’clock in her usual health ; at eight o’clock, two hours 
after, she was suddenly seized with intense thirst and diuresis, 
which became persistent from that time. 

In several instances it is recorded that an intercurrent febrile 
or inflammatory disorder temporarily suspended the symptoms. 
In one case, an attack of acute articular rheumatism (treated 
with nitrate of potash) suspended the disease permanently. 
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after it had existed in intensity for eighteen years. In another 
instance (a girl of nineteen, golyu^ from infancy), an attack 
of plcnrisy was treated by aHMer, which suppurated for 
thirty-five days; at the end of tliis time, both the pleurisy and 
the polyuria disappeared permanently. In a third case (re¬ 
corded by Klilz) an attack of varioloid suspended the symptoms 
temporarily during the course of the fever. 

The quantity of urine voided by persons afflicted with 
insipid diabetes, is usually considerably greater than in 
saccharine diabetes : 15, 30, and even 40 pints are frequently 
mentioned as the daily amount of urine. Its specific gravity 
varies from a little above that of pure water to 1003 and 1007. 
It is limpid and colourless, and contains but a feeble proportion 
of solid matters. The proportion to each other of the several 
normal ingredients of the urine has not been found sensibly 
altered in D. Insipidus, but the total quantity of urea excreted 
in twenty-four hours is usually greatly increased. The only 
abnormal substance that has hitherto been detected is inosite. 
Inositc in small quantities has been found several times; and 
it has been suggested that the presence of this substance in the 
urine was characteristic of the disease. This is, however, not 
the case. Inosite has been found repeatedly in D, Mellitus 
and in Albuminuria. Probably, as Strauss conceives, the a]i- 
pearance of inosite is merely a coincidence of the excessive 
transudation of watery fluid through the tissues of the body; 
for he found inositc in the urine of three healthy persons who, 
for the purpose of experiment, had drunk in the course of a 
day a large quantity (10 litres) of water.* 

The thirst is generally intense ; often inextinguishable; in 
sevcml cases the patients are stated to have drunk their own 
urine. When the quantity of drink and the quantity of urine 
were compared, sometimes the one and sometimes the other 
showed in excess. Careful determinations on this point by 
Falck, Neuschler, and others, indicate that if fluids be allowed 
ad libifum the urine voided is in about the same quantity as 
the drink; but if the imbibition of fluids be compulsorily di- 

* See Gallois's Tliosia, De I'lnosaric, Paris, 1864; and Strauss’s Thesis, 
p. 25. 
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minislicd, the urine is not diminished in the same proportion, 
and dehydration of the tissues results., 

The skin is generally dry and harsh; sometimes it preserves 
its natural moisture, and in rare examples sweating has been 
observed. It is noteworthy that boils and carbuncles are rarely 
mentioned. 

Kiilz records a case in which spontaneous persistent ptyalism 
(not caused by mercury) co-existed with D. Insipidus in a girl 
of eighteen. She was under observation for about four months ; 
and voided daily from 12 to 18 ounces of saliva and 200 to 260 
ounces of urine. Kulz calk attention to the fact that ptyalism 
is produced in dogs and rabbits (according to the exiKiriments 
of Eckhard, Nollner, and himself) by puncture of the floor of 
the fourth ventricle, showing that the controlling nerve-centre 
of the salivary glands lies closely adjacent to that of the kidneys, 
and supplying the physiological key to the co-existence of D. 
Insipidus and ptyalism. 

' The state of the general health yaries a good deal. In the 
greater number of the recorded cases fair health was preserved 
—in several patients the health was perfect, and some of them 
became fathers and mothers of families, and went about their 
usual avocations without other detriment than the inconvenience 
of a constiint thirst and incessant calls to void urine. A remark¬ 
able example of this kind was communicated by Mr. Maxwell 
to Dr. Simmons (Med. Facts and Obs. vol. ii. 96). A hale farm 
labourer, aged fifty-one, who habitually jicrforracd the severest 
tasks, thrashing, mowing, etc., like his fellow-workmen, had 
been polyuric for twenty-four years. The disorder came on 
after a fit of ague. The patient drank daily, summer and 
winter, from 32 to 3G pints of water, and voided urine in pro¬ 
portion. Yet he slept well (except that he frequently awoke to 
drink) : he had no pain or ache of any sort; he had an excellent 
appetite, a moist skin, and perspired freely when he was at 
work. Dr. Simmons also cites the case of a woman residing 
in Paris, who had been polyuric from infancy. In due time 
she married a cobbler, and became the mother of eleven 
children, of whom, however, only two were living when the 
case was recorded. Dr. Willis quotes the histoiyof an artizan, 
aged fifty-five, who entered the H6tel Dieu, of Paris, for some 
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trifling braise of the knee, from which he speedily recovered. 
From the age of live years he had suffered from a constant 
thirst, accompanied with a commensurate diuresis. From his 
sixteenth year he had drunk on an average two buckets full of 
water daily. This man continued in good health ; he was the 
father of several children, and experienced no inconvenience 
from his infirmity beyond what was inseparable from the fre¬ 
quent calls to pass water, and the constant necessity for drink. 
In a boy of ten, recently under my care, in the Manch^ister 
Infirmary, who had been voiding about fifteen pints of urine 
daily for several months, the general health and nutrition 
were perfect. Excepting a dry tongue and skin, there was 
no abnormal condition apart from the excessive thirst and 
polyuria. The boy was active and intelligent, and he ate 
and slept well, and looked rosy and plump. 

This high state of health is however exceptional: more 
commonly the patients are very decided valetudinarians; and 
the symptoms from which they suficr bear a resemblance to 
those of diabetes mcllitus, though rarely exhibited in equal 
severity. These are epigastric and lumbar pains ; dry, harsh, 
hot skin ; painful dryness and heat of the mouth and fauces ; 
emaciation. Sometimes the appetite is voracious, more com¬ 
monly moderate or indifferent. The temper is querulous; the 
mental faculties enfeebled ; the bodily strength diminished ; 
the sexual functions often abolished. The face is subject to 
erythematous congestion. Enforced abstinence fr'om fluids 
aggravates most of these symptoms: the body then becomes 
unbearably hot, the skin suffused, a sense of intolerable 
sinking, or even of intense pain, is felt in the pit of the 
stomach, and the intellect becomes confused. 

The loss of rest, the tormenting thirst, the mental woiTy, at 
»length produee, in most instances, an exhaustion of the bodily 
vigour; cedema of the feet often appears towards the last. The 
disease is, however, seldom fatal directly by its own virulence. 
More frequently the patient succumbs to some concomitant 
disorder—phthisis, pleuro-pneumonia, or organic disease of the 
brain. 

In some cases there was dislike to vegetable aliments, in 
others to animal food. The cobbler’s wile, before alluded to 
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was very Ecnsitive to alcohoUc drinks ; a single glass of wine 
caused uneasy sensations in all her limbs, and a sense of faint¬ 
ness. In other instances the patients drank freely of wine or 
beer, as their condition allowed. In a man, observed by 
Trousseau, there was a remarkable tolerance of alcoholic sti¬ 
mulants. This man on one occasion drank a litre (a pint and 
three-quarters) of brandy in two hours; and while in hospital 
ho imbibed daily a similar quantity without the smallest incon¬ 
venience. The patient related, that since his illness began he 
had acquired this singular immunity from the causes of drunk¬ 
enness. More than once he had laid wagers to drink twenty 
bottles of wine at a single sitting, and had won his wagers 
without the least disturbance of the nervous system. 

IiTitability of the bladder, with excessively frequent mictu¬ 
rition, was noted in several instances. 

The duration of the complaint is exceedingly uncertain. 
The traumatic cases generally only lasted a few weeks or 
months : on the other hand, one of tlie congenital cases had 
endured fifty-nine years, another fifty years, at the date of the 
record. 

Out of the seventy-seven cases collected, sixteen are reported 
as complete recoveries ; fourteen ended fatally ; and the re¬ 
maining forty-seven were still in progress when reported ; 
though, in some of them, considerable amelioration had taken 
place. In the sixteen recoveries the duration of the disease was 
mostly comparatively short,—in nine, it was under a year ; 
in one, four years ; in two, eighteen and nineteen years ; and 
in the remainder, “ some ” years. In the fourteen fatal cases, 
the duration was still shorter. In nine of them it was under a 
year; one died in the short space of seven weeks ; two more in 
two months. The other five survived for periods varying from 
eighteen months to twenty years. 

Of the forty-seven cases still in progress when reported, the 
duration of the disease is mentioned in thirty-five instances:— 
Five had continued for a year or under ; five, for between 
one and two years ; twelve, for between two and six years ; 
six, for between six and twelve years ; four, for between twelve 
and twenty-four years ; and four, for between twenty-four 
and fifty-nine years. 
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MorMl amlrnny .—The condition of the organs after death 
from diabetes insipidus, has only been ascertained in a-few cases. 
I have found recorded nine posl-mortm examinations ; and to 
these I add one performed by myself. In three of these cases 
the lesions found presented a tolerably close similarity, and 
consisted of an atrophied and degenerated condition of the 
renal substance ; in a fourth, the glandular tissue of the organs 
was entirely wanting ; in a fifth, multiple abscesses were found 
in the kidneys : in my own case, and in one other, the kidneys 
were simply hypermmic and somewhat enlarged, and a tumour 
was found in the brain.* In two cases, fatty degeneration of 
the nervous tissue of tlic walls of the fourth ventricle was 
found. 

As these cases are so few in number, I shall describe them 
more fully. 


Case 1. (Dr. IMc—Beale’s Aicliives, 1861, p. 8.)—A man, aged sixty- 
fivo, had suffered from iaundicc and neuralgia; hc! suecumlied in eighteen 
months to the continual diuresis, and the urgent and inoc.ssant calls to 
void urine. The quantity of urine varied from three to six junts ; s])ecific 
gravity never e.\eceded 1008 ; it was free fi-om sugar, albumen, or other 
morbid ingi'edicnt. The autoinsy revealed the following : ‘ ‘ the infundibula 
and jKilvis of both kidneys weie greatly diluted, and the sUite of sacculatol 
kidney was evidently in jwoccss of establishment. Left kidney of natural 
size. Bight, one-half larger, and of darker colour. Both showed depressions 
along the surface, marking the interlobular portions. Previous to section, 
the cones could be distinctly felt as much denser than the inhupyramidnl 
portions, giving indeed the sensation of so many little tumom-s or nodul(». 
On section, l>oth wei-e sewi to 1>e jiale and fltu!cid, and evidently under¬ 
going a gradual jirocess of absorption.” The bladder was somewhat largo 
and thickened ; the uivtrrs dilated. The thoracic and the other abdominal 
organs were not diseased. 

Case 2. (Dr. Eside—Beale’s Archives, 1862, p. 128.)—A man, aged 
sixty-twO, had exia-ricneed excessive thirst and diuresis for twenty years. 
Health fair, until two years before deatli, when it began to fail, and for 
the la.st nine months he was unable to work. The qmujtity of mine often 
amounted to fourteen and sixteen pints, and had never contained sugar 
or albumen. There w’us little i»iin beyond a sense of weariness. The 
bowels were constijsited, and the stomach very irritable with frequent 
vomiting. At length tlie bladder became unable to exj)el its contents, and 


* In an appendix to the present chapter reference is made to some oases of 
polyuria (with records of poal-mortem examinations), in which a minute 
quantity of sugar existed temporarily in the urine. 
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n typlioiil state supemncd ; the stomach rejeetcsl everything, and he died 
exhnnsted. 

Antopitii .—Both kidneys were diminished in size, dee 2 )ly IoIhhI on tins 
surface, and veiy dense to the feel in tlie iiosition of tlie cones. On 
section they Avere seen to be gi'catly wasted. The cortical jwrtions very 
thin, and scarcely to he distingui.shed’from the pyjamidal. The eomss 
were nearly absent, or rather were converted into dense fibrous tissni‘, 
containing many large eystifonii spaces. The mucous luemlmme of tho 
jsdvis was tliiekeiied, tibrous-looking, and darkly congested. The jxdvic 
cavities considerably eidarged. ITretcre a lilthi dilated. On niiero,scol)ical 
csamination (l)y Dr. Beale) many of tlic tubes were found narrow anil 
much wasteil, while others rvere twice their natural diameters. The walls 
of the tubes were linn and thick. Tlie capillary ve.ssels everywhere were 
simouiidedby a considerable quantity of fibrous material with numerous 
nuclcL Tho Malpighian laidics Avere, for the most jiart, smaller than in 
health. The cpitlielial cells were also smaller, as well as more numerous 
than in health, and the tubes apiwarcd to be distended in many jdaccs by 
theii’ accumulation. The supra-renal caiisulcs were, greatly diseased, and 
coiiA’crted into llaceid cy.sts. The bladder was enlarged, and its walls thin 
and jMilc. The other alidoniinal organs were healtliy, excejit iieihiqia the 
liver, which was intensely congested. In neither case does tlic brain 
ap]iear to liavc been e.\amined. 

Cases. (Neulfer—cited in Maguant’s Thesis.)—A miui, aged twenty- 
eight. The disease came on after a dnuikcn bout. There was inten.sr5 
thirst; the urine amounted to thirteen or fourteen jiints a day ; specific 
gravity 1001 to 1002 ; without trace of albumen or sugar. He emaciated 
laiiidly; had jndn in the epigastrium ; at lengtli frequent vomiting; 
itching of the skin, which tvas dry ; enfeebled vision. He died in about 
two iuonth.s. 

Autopsy .—The gastric mucous membrane was pale and SAVollen ; the 
kidneys were notably duiiinished in size, jsde, ansemic : the cpithelinm of 
the tubes fatty ; bladder contracted, mucous membrane a little tumefied ; 
other organs healthy. 

(.'A8E 4. (Dr. Strange — Beale’s Archives, 1862, p. 276.) — The jiatient 
was a farm labourer, aged eighteen, who xiresented the appearance of a 
moderately stout lad of fifteen. Ho was admitted into the Worcasster 
Infirmary on Octolicr 19, 1861. The skin and tongue were natural, and 
the face niddy; ajipetite noimal; thirst constantly excessive; bowels 
giTierally relaxed. The urine amounted to about ttvelve jiints in tho 
twenty-four hours; its spi-cific gravity was 1007 ; it contained neither 
sugar nor albumen. All the histoiy obtainable was, that tho iiatient hi«l 
been a delicate and backward boy; that he had had this diuresis for a 
number of ycaiis, and that the medical attendant had always affirmed that 
the urine did not contain sugar. 

Dr. Strange, being desirous to ascertain whether the diuresis was kejit 
up by the excessive imbibition of fluids (in accordance with the, theory of 
Professor Bennett and others), restricted the patient to a more moderate 
allowance of fluids. A warm bath was administered twice a w'cck. Four 
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days after admission (Octolaer 23) the urine measured nine pints; its 
si>ecific gravity was 1008. On the 26th the bowels .were much relaxed ; 
urine five pints. On the 28th, a phosphoric acid mixture which he had 
been previously taking was omitted, and Mist. Crefc Co. given instead. 
On this day the patient complained for the first time of headache, with 
weakness arid loss of appetite ; there was also some febrile symptoms. 
On the 29th, the bowels being still relaxed, 6 minims of tinct. opii, and 
half a drachm of tine, catechu were added to the mixture. On the SOidr 
he became drowsy, with pain at the back of the head; the diarrhoea 
continued, with vomiting. Effervescing draughts, with nitric ether, were 
now administered in lieu of the previous medicines; half an ounce of 
brandy was giyen three times a day, and cold applied to the head. On 
November 2nd, the drowsiness and sickness had abated ; the bowels were 
confined; the urine three and a-half pints, siwoific gravity 1004. The 
brandy was omitted, and half an ounce of castor oil administered. As it 
now appeared that restricting the patient in his drink had resulted'in 
mischief, he was allowed to take as much water or barley-water as he 
pleased. On November 4th, in the morning, he was again drowsy; in the 
evening he was seized with coimilsions, and shortly afterwards he became 
comatose and insensible, .with dilated pupils and stertorous breathing. Ho 
was bled to and much relieved thereby. The coma ceased, and con¬ 
sciousness and speech retunied in a quarter of an hour. Mustard was 
applied to the feet, and a draught containing tinct. canthar. and sp. seth. 
nit., in camphor water, was given every third hour, with a view of 
restoring the accustomed diuresis. On the moi-ning of the 6th he was 
conscious, and still had some headache. The diuretic mixture was con¬ 
tinued, and a black draught administered immediately. On the 6th ho 
was again found in a semi-comatose state, the pupils were dilated, and 
there was stertor, with sighing respiration. Six leeches were applied to 
the temples, mustard to the feet, and cold to the head. The coma became 
more profound, and he died at 9 p.m. 

Autopsy .—The kidneys were found to be reduced to mere sacs, of from 
twice to thrice the extent of the healthy kidney. There was a complete 
absence of all properparonchymatous substance, both tubular and cortical ; 
the sacs being divided into a number of cells by the inter-tubular septa 
which occur in the foetal state. The walls and septa were formed of strong 
fibrous tissue, lined with what appeared rather serous than mucous mem¬ 
brane, and the cavity and ureters contained a small quantity of the same 
urinous fluid which had been passed during life. The ureters were so much 
dilated that that on the right side was at first mistaken for the ascending 
colon. The circumference of the ureter varied ftom three to four and a-half 
inches. The kidney and ureter of either side were almost precisely in the 
same condition. The urine in the ureters and sacs was tested for urea by 
eva^mration and nitric acid, without result. On closer examination no 
proper kidney substance could be discovered, nor did it appear that there 
ever had been any tabular or cortical portions ^ here and there were a few 
hard cartilaginous masses of very small size, closely adherent to the mem¬ 
brane forming the sac. The other abdominM and the thoracic organs were 
healthy. The brain was not examined, 
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Case 6 .—On the _ 29th of May, 1862, I saw, mthkHr. J. Smith, of 
Stretford Boad, a yonth of sixteen yeara of age, who wan passing a huge 
quantity of a watery nrinc. He was moderately well-grown, exceedingly 
emaciated, weighing only 781b. Pulse 127; tongue glazed, red. in the 
centre, and covered with a yellowish brown fur at the sides. The skin 
was dry and harsh. The patient was troubled with intense and incessant 
thirst, and voided from nine to twelve pints of urine daily. The apiietite 
was bad. Neither the head nor chest was the seat of any subjective 
symptom. 

He gave the following account of himself. Previous to his present 
illness he was occupied as a clerk in a warehoust;, lind had enjoyed unin¬ 
terrupted health until throe months ago. About that time he noticed tliat 
he was getting thinner and weaker, that he drank a great deal, and never 
XX'rspirod. These syiiiptoms had undergone a gradual and steady increase, 
nnd a fortnight ago had sustained an alarming aggravation. The imtient 
could, nevertheless, still go about, and even take the air for short peiiods. 
He sulTercd no piin in any jwrt, but ho slept badly, and passed restless 
nights. The appjtite hod been indifferent from the very lieginning, and 
it was now altogether lost. The bowels wore moved almo-st daily, but 
there was a tendency to constipation. Dyspeptic symptoms—^heaviness 
lifter food, ilatnlcniie, and occasional vomiting—had been noted from the 
commencement of the illness, but tliey did not attain a great severity at 
any time. 

In searching back among the patient's antecedents for any determining 
caiuic, no fact of inoraentwas elicited. Tlic lad had been living in comfort, 
well-clad, well-fed, and well-housed, with his grown-up sisters. No tuber¬ 
culous or other family taint could be traced. Tlio case had been treated 
with morphia, bismuth, and permanganate of potash, but with no result 
beyond a palliation of tlie dyspejitic symptoms. 

The urine of the tiventy-four hours was carefully collected and measured 
on six several occasions, and portions sent to me for examination. The 
characters of it acre constant; it was pale like water, and the specific 
gravity varied from 1002’7 to 1004. The quantity was^ between nine and 
ten pints at the time of my visit. It afterwards increased to fourteen 
pints daily. There was neither albumen nor sugar in it, and its re-action 
was faintly acid. The ixnantity drank was found, on exact measurement, 
to be almost precisely equal to the quantity of urine. Tbe amount of urea 
varied from 0'4 to 0‘56 per cent., nnd from 394 to 606 groins in the twenty- 
four hours. This was an enormous quantity for the weight of the body. 
According to the mean results tabulated by Dr. Parkes, the daily secretion 
for his weight’Of 78 lb. should only have lien 276 grains. 

The patient continued without much change beyond a progressive 
increoire of debility and loss of flesh, drinking enonnously, and voiding 
corresponding quantities of urine, until July 6th, when he was suddenly 
seized with convulsions and insensibility. After the convulsions had 
ceased, he began to miover some degree of consciousness, and passed info 
a semi-comatose condition, which persisted for three days, and then j>a.sscd 
away. During the jHfriod of unconsciousness the diuresis diminished 
notably ; but it retnined immediately afterwards, and the patient continued 
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very much as he was before the sernirc, for a period pf ten days, when ho 
was again taken with convulsions and insensibility, and died on the morn¬ 
ing of July 18th. 

AiUopsy. Thirty hours after death. The body was emaciated to the 
last degree ; signs of incipient putrefaction appeared on the abdomen, Jhe 
weather being warm. 

Ctmt The heart was healthy, but very small; the lungs were stnifed 
with crude tubercle throughout their upper lobes, and several small vomica) 
lay scattered through them. 

'Ahdonusn. Five tuberculous ulcers were discovered in the small intes¬ 
tines ; some of them had penetrated the mucous and muscular coats, and 
seemed ready to break through the peritoneum. There was no tubercular 
deposit in the peritoneum generally, nor any in the liver or spleen. 

The kidneys were voluminous, smooth, flaccid, and the two togethejr 
weighed eight ounces. On section they showed no disproportion between 
the p 3 rramidal and cortical portions, nor airy other morbid change. 
Examined microscopically, the tubes and cells appeared normal. 

ffead. About two ounces of clear serum escaped from the arachnoid 
sac. The meninges were free from tubercle, and quite natural. The 
ventricles were greatly distended, and contained six ounces of clear 
serum; their parietes were macerated, and gave way with the slightest 
traction. 

A nodule of yellow tubercle, of the size of a hazel nut, lay imbedded in 
the loft hemisphere, in the bolder of the longitudinal fissure, midway 
between its extremities, and cropping out on the surface. Another nodule, 
as large as a garden-bean, was found in the posterior border of the right 
half of the cerebellum. An undue vascularity prevailed at a few spots of 
the surface of the encephalon. Apait from what has been related, the 
brain substance was healthy and of firm consistence. The floor of the 
fourth ventricle was especially examined; it was pale and natural, with 
no tnberculai- mass in its immediate vicinity. 

CiBV 6. (Mascarel—Goz. d. Hdp., February 23, • 1863.)—The patient 
iras a man, aged fifty, pide and thin, without fever, but a devouring thirst, 
and a red tongue ; appetite good, but not voracious. He drank di^y from 
eight to ten pints of water, and voided urine proportionally. The disease 
had existed eight months. Seven days after entering the hospital he be¬ 
came feverish, at first only in the night, then continuously, with nausea, 
and epigastric tenderness. Thirst was intense, but there was no appetite. 
Hot tile least trace of sngor or albumen existed in the urine. The urine 
tiiowe^ after the fever became persistent, on cooling, a slight ydlowish- 
white deposit, not mucous, but as if purulent. This last character was 
only noticed two days before death. 

Autopsy .—^The left kidney was more voluminous than the right, and' 
eig^t to ten little abscesses, varying from the size of a pin’s head to a 
small filbert, were found in the cortical part. The smaller abscesses con¬ 
tained almost concrete pus, and the luger ones fluid pus, without any 
tubercle. The infandibnla were filled with a creamy fluid. All the 
abscesses were near to and reached the surface. 
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The right kidney was of natural size, hypereemic and &ee from dis¬ 
seminated abscesses, hut a lactescent fluid could be 8<][aeezcd from tho 
pyramidal portions. 

The brain was not examined. 

Case 7. (Revue d. Hflpitaur, 1861.)—A man, let. 35, who had had sac¬ 
charine urine five years before, was passing daOy six to seven litres nf 
urine, sp. gr. 1001-7, not containing either albumen or sugar. The 
patient was suficring from phthisis. Being seized with acute pulmonary 
symptoms, the urine fell to a small (inantity ; a pui^urie eruption came 
out on the skin, and death took place fourteen days after, without cerebral 
complications. 

Autopsy .—The walls of the fourth ventricle were more vascular than 
usual, and some tawny spots were seen disseminated on tho surface. On 
making transverse sections of the spots, Lnys discovered wdth the micro¬ 
scope extensive fatty degeneration of the nerve cells. 

Cases 8 and 9. (Kien, Gaz. Hebd., 1866.)—In one case Kien found great 
vascularity of the kidneys. In the walls of tho fourth ventricle, scattered 
yellow spots were found, which exhibited under the microscope abundant 
evidence of fatty degeneration of the nerve elements. 

In his second case, no changes were found in the kidneys—neither with 
tho naked eye nor with the microscope, beyond congestion of the Mal¬ 
pighian bodies. Nothing was found in tho medulla oblongata. 

Case 10. (Reported by Hosier in Virchow’s Archiv, 43, 225.)—Tl)o 
Xiatient was a girl of twenty-two, who had for many years been suffering 
from symptoms of tumour of the brain. In the latter years of her life she 
was, in addition, suffering from symptoms of diabetes insixudus. After 
death, a tumour as large os a walnut, of a fibro-xdastic nature (Glio-sarcouui 
of Virchow), was found attached to the floor of the fourth ventricle, and 
filling the entire cavity. 

Case 11. (Dickinson on Diab., p. 184).—A child of five had symptoms 
of D. Insip. for about a year. She died witli symptoms of tubercular 
meningitis. Miliary tubercles and thickening were found at the base of 
the brain near (but not in) the fourth ventricle, and on Uie upxxsr surface 
of the cerebellum; no bulky masses of tubercle were found. 

Nature of Diabetes Insipidu!i .—A review of the postmortem 
examinations- just recorded, is sufficient to show that .the 
initial disorder in diabetes insipidus must be looked for else¬ 
where than in the kidneys. The diverse oi^anic alterations 
found in the kidneys by Eade, Neuffer, and Mascarel, were 
evidently secondary, and produced by the irritation of the 
frequent micturition and excessive and long-continued diuresis. 
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Similar alterations are found in the kidneys of persons dying 
of long-standing saccharine diabetes. The case of Dr. Strange 
is certainly very puzzling : one can only conceive a teleolo¬ 
gical reason for the diuresis ; namely, the absolute necessity 
for an immense transudation of watery fluid to make up for 
the imperfection of the glandular apparatus. 

Nor can the disease be regarded merely as excessive thirst 
and a vicious habit of pi’ofuse potation. It has been almost 
invariably found that an enforced diminution of liquids fails 
to arrest the diuresis, except partially. The observations of 
Valck, Neuschlcr, and NeulTer, agi’co perfectly in this : that 
when the supply of water by the mouth is diminished, the 
quantity of urine notably exceeds the ingoing water, and 
thereby occasions dehydration of the tissues, with an into¬ 
lerable aggravation of the symptoms. 

It may be regarded as probable, that the immeiliate anato¬ 
mical cause of polyuria is a dilatation of the renal capillaries, 
whereby their walls are thinned and i-cndered favourable to 
increased transudation of watery fluid from the blood. But 
how is this brought about ? It is now generally believed that 
the minute blood-vessels possess in their circular and longi¬ 
tudinal muscular coats a provision for an active expansion as 
well as an active constricition of their calibre.* This jirovision 
is under the control of the sympathetic branches of nerves 
(nervi vasi-inotores), and serv^es to maintain the aqueousness of 
the blood within certain limits of health. When the tissues 
and blood are overcharged with water, the renal vessels expand, 
and permit a copious transudation of an aqueous urine ; when, 
on die other hand, the system is undercharged with water, 
they contract, and thereby restrict the urinary transudation. 
In diabetes insipidus this endowment seems greatly impaired; 
the renal capillaries appear to resemble the iris in glaucoma, 
which remains in a motionless, semidilated state, and neither 
contracts with light nor dilates with belladonna. In polyuric 
subjects the contractile power of the renal vessels is appa¬ 
rently paralysed ; and the power of regulating the urinary flow 

* For a demoDRtration of the anatomical possibility of this endowment I 
must refer to Schiff’s ingenious researches. See his Untersnehungen iiher die 
Siuckerhildang in der L^r, p, 92. WUrzburg, 1859. 
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consequently lost. If a healthy person imbibe an excessive 
amount of water, he rapidly gets rid of the overplus by a 
sudden and copious diuresis, and then the secretion falls 
quickly to its ordinary rate : but a polyuric subject, under 
similar conditions, shows very little immdutle increase of 
urine, but a steady, persistent, though less intense, augmen¬ 
tation, lasting many hours, and which is not succeeded by a 
fall to the ordinary standard. On the other hand, if a healthy 
person imbibes a lessened quantity of water, the discharge of 
urine falls in proportion : whereas the polyuric, under the same 
circumstances, shows no such adaptation ; he still continues 
to discharge an undue amount of urine, which necessitates 
constant imbibition of new supplies of water to prevent dehy¬ 
dration of the tissues.* 

On this view, the primary cause of diabetes insipidus must 
be looked for in some other parts than the kidneys ; namely, 
in some part of the chain of sympatlietic nerves which controls 
the action of the contr-actile tissues of the renal vessels. This 
chain extends from the kidneys to the abdominal ganglia, 
thence to the spinal cor^ and tlie floor of the fourth ventricle, 
where the sympathetic system seems to have its centre. From 
above, this centre receives impressions from the encephalon. 

This theory seems conformable both to exjxirimcnt and to 
clinical facts. Bernard fimnd that by punctmdng a certain 
spot in the floor of the fourth ventricle, an augmented secretion 
could be produced of a watery urine, containing neither sugar 
nor albumen. A large proportion of the cases of diabetes in¬ 
sipidus followed injuries to tlie nervous centres, or were evi¬ 
dently dependent on some derangement of the nervous system. 
In four cases, palpable disease of the brain was found aftci- 
death, while the kidneys were healthy.f In other cases, it is 
probable that the sympathetic in the abdomen was the point 

• See Anderaohn’s Inang. Dlasertatioo. 

i' In a case under tn; care in 1871, a merchant, ict. 40, somewhat 
given to alcoholic excesses, and of an excitable temperament^ commeiiced, 
almut six -weeks before, to pass large quantities of urine of lowbi>ecific gravit.v, 
containing no sugar, but always a sensible trace of albumen. lie usual iy 
passed about twenty-five pints of urine daily. After the disease had gone on 
without amelioration for nine weeks, double vision came on, with constant and 
severe headache. I have since learned that this gentleman eventually bccaiiio 
hemiplegic and died. 
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originally injnred.* Among such may be classed those arising 
from drinking cold fluids while the body was heated, and per¬ 
haps also those following alcoholic excesses. Another feature 
of the disease favourable to the theory of its nervous origin, is 
its o<!ca8ional sudden onset after events which do not directly 
implicate the urinary organs; and its equally sudden subsi¬ 
dence when a strong impression is made on the system by an 
intcrcurrent inflammation. The total and unexpected disap- 
])earance of the disease, after continuing many months or 
years, is more in accordance with the habit of neuroses or 
nervous diseases than of any other class of maladies. 

The diagnosis of diabetes insipidus lies on the surface. A 
permanent increase of the urine, without sugar or albumen, 
suffices at once to define and to identify it. But it is evident 
from the facts and considerations before adduced, that to gain 
a useful clue for treatment, wo must attain to more precise 
notions as to the part originally affected—whether brain, or 
cord, or abdominal ganglia, and also as to the nature of the 
lesion in the aflcctcd part. 

The })rognom is, speaking generally, less serious than in 
saccharine diabetes ; nevertheless, insipid diabc'tes is a veiy 
unmanageable complaint; it generally resists treatment, and 
not unfrequently runs a fatiil course. The gravity of the 
prognosis in a particular case depends on the severity of the 
general symptoms, and on the presence or absence of compli¬ 
cations. The cases which affect the general health the least, 
though mostly proving incurable, appear to be those which 
arise after inflammatory complaints, after mental emotion, 
cerebral injuries, and those which arise early in life without 
any known cause. On the other hand, those which depend on 
organic disease of the nervous centres are necessarily fatal. 


* In reference to this point. Bee two papers by Eckbardt and Knoll, in 
Eckbardt’s Beitriige, VI. belt i. Also Mcrbach’s paper cited at the bead of 
this chapter. Probably tbe case related by Professor Houghton was of this 
character. Phis was a woman who died with symptoms of D. Insipidus, to¬ 
gether with distension of the abdomen from {axial accumulation caused by a 
uterine tumonr pressing on the r^um. Phe mesenteric glands connected 
with the colon were enlarged and indurated. Phe symptoms had lasted nine 
years. Buhlitt Quarterly, Nov., 1863. 
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Treatment .—Until we obtain a better insight into the 
pathology of these cases, our treatment must be necessarily 
empirical. Hitherto the indications pursued have been mostly 
confined to efforts to subdue the more palpable symptoms— 
the thirst and diuresis. The means used for this purpose have 
been various. J. Frank considered nitrate of potash in Iwgc 
doses as a specific ; in some of the recorded eases it proved of 
decided service ; in others it as completely failed. Camphor 
and valerian were used in a number of the IVench cases, and 
sometimes witli success. Trousseau speaks in high terms of 
valerian, and cites the authority of Kayer as additional 
evidence of its efficacy. Trousseau gave it in large doses. 
In one case, which ended in complete and permanent recovery 
in four months, the extract was gradually pushed to the 
enormous dose of one ounce daily ; his ordinary dose would 
a 2 )poar to be two-and-a-half drachms a das^. Eaycr obtained 
rapid success in a boy who suffered from iiolyuria, with ema¬ 
ciation and nervous symptoms, by means of the powder of 
valerian. In the case of the boy alluded to at p. 204, the 
valerianate of zinc appeared to produce a good effect. It was 
given in pill, in gradually increasing doses, until 20 grains a 
day had been reached. The urine fell from 15 to 5 pints a 
day, and the thirst and dryness of the tongue were greatly 
diminished. 

Enforced abstinence from fluids was tried in a number of 
cases ; and, in one, recorded by Becquerel, with good effect; 
but in nearly all the others it was not only unsuccessful, but 
was followed by decided aggravation of the general suffering, 
and in some cases by symptoms of threatening or actual 
ursemic poisoning. The fate of Dr. Strange’s patient is parti¬ 
cularly instructive on this point. In one of my own cases 
opium produced great diminution of the thirst and diuresis, 
but the patient’s distress was so increased tliat I was compelled 
to suspend the use of the remedy. 

Among the remedies occasionally followed by success were 
ergot, iron, gall-nuts, lime-water, cream of tartar, iodide of 
mercury, and iodide of potassium. 

One of the most frequent incidents in the history of dia¬ 
betes insipidus is the temporary suspension of the thirst and 
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dinresis on the occurrence of some intercurrent febrile affec¬ 
tion, and in two instances the suspension proved permanent. 
A hint for treatment may be taken from this. The applica¬ 
tion of a large blister on tlie nape of the neck or the epigas¬ 
trium (iiccording as the associated symptoms and the anam¬ 
nesis point to the nervous or the digestive system), might 
in some cases have the same beneficial effect as a spontaneous 
inflammation. In tlie case treated with opium, just alluded 
to, a blister to the pit of the stomach proved of more benefit 
than any of the numerous means previously employed. . 

The application of the constant galvanic current has 
recently been tried, with a promise of success. Dr. M. Seidel 
tried this treatment in a woman, act. 2!), suffering from diabetes 
insipidus. He applied one pole of a strong battery over the 
loins near the spine, and pressed the oUicr pole as deeply as 
possible upon the corresponding liypochondrium; each side 
was dally galvanized for .') minutes. In 8 days the urine had 
fallen from .51)57 0. 0. to 4 COO 0. C., and after three weeks to 
2800 0. 0., and next month to 1904 C. C. Simultaneously 
the weight of the body increased by nine pounds. The 
amendment was found to be maintained at the end of three 
months.* Kiilz obtained very favourable results in two cases 
treated for some weeks by a constant battery of 30 to 40 
elements. He applied one pole as high as possible to the nape 
of the neck and the other to the loins or epigastrium. The 
most effective way appeared to be to apply the positive pole to 
the nape and the negative pole first to the loins for four 
minutes, and then to the pit of the stomach for four minutes. 

The secondaiy symptoms—dryness of the skin, epigastric 
and lumbar pains, etc., must be treated by warm baths, alka¬ 
line tonic infusions, sedative and anodyne remedies. 

* Schmidt’s Jahrb. Bd. 130, p. 97. 
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APPENDIX. 

Oases Oiaracterised ifi excessive diuresis and thirst; urine, of 
very low ^ecific yravity, but coniaininy, or luiviny confuined, 
a (rare of swjar. 

Cases of this typo form aii intermediate group between 
insipid and saccliarine diabetes; and their existence com¬ 
pletes, in an exquisite manner, the correspondence between 
the rcsnlts obtained by Bernard from artificial injuries t(» 
different parts of the floor of the fourth ventricle, and clinical 
observations. 

Two cases of this class, following fracture of the skull, are 
reported by Fischer (Archives Gen., Oct. 18.52). In one, the 
sugar amounted to 0'32 per cent. In the other, in which 
there was a voracious appetite .as well as intense thirst, there 
was O'o per cent.' on the first day after the accident, and 0'(> 
per cent, on the third day. The fliwr of the fourth ventricle 
was examined in both instances after death, and was alleged 
to be healthy: in the second case (which terminated in te¬ 
tanus), the whole brain and cerebellum, so far as could be made 
out, were uninjured. 

A third case, arising spontaneous!}', is related by Trousseau. 
The disease had already existed four years without serious 
giving way of the health. The examination of the urine (by 
Bouchardat) on two occasions, at considerable intervals of time, 
showed a trace of sugar. The quantity of uriiie varied from 
12 to 37 litres a day. Among the secondary symptoms were 
impotence, lumbar pains,, and a remarkable tolerance of alco¬ 
holic drinks. This man derived considerable benefit, bnt was 
not cured, under the use of valerian. 

A fourth case is recorded in the Gaz. des Hdpitanx for 1801. 
A man, at. 35, rvas afflicted for many years with polyuria 
passing daily from 10 to 12 pints of urine, sp. gravity 1001 
1007. He was the subject of chronic phthisis when in the 
Hotel Dieu under Trousseau in 1861. There was then not a 
particle of sugar or albumen in the urine; but when he was 
an inmate of the H6p. St. Antoine, in 1856, a trace of sugar 
was found. Aente pulmonary sjnnptoms came on at last, with 



DIABETMH INSIPIDUS. 


aiS 

purpura. The urine rapidly diminished in quantity, and the 
patient sank. The autopsy was performed by Luys. The 
floor of the fourth ventricle was more vascular than natural ; 
large vascular trunks mapped the surface"; yellow spots were 
seen scattered over the upper part, near the crura cerebri. 
Similar patches were found below the points of origin of the 
radicles of the portio mollis. On section, the whole grey 
substance was found unusually vascular, and of a rosy hue. 
Microscopic examination showed that these alterations in 
colour were due to fatty degeneration of all the nerve cells 
of the corresponding regions. 

A case which may be classed with these occurred to myself 
some years ago. A man of sixty-five was brought into the 
Manchester Infirmary in an apoplectic fit. He died after 
lying for six hours in deep coma. During this period he 
flooded the bed with urine. After death a large quantity of 
urine was withdrawn from the bladder. It *had a sp. gravity 
of 1010, and contained a considerable quantity of sugar. A 
voluminous clot was found in the brain. 
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r E multiplied researches of recent years on the occurrence 
of sugar or glucose in the urine, necessitates the adop¬ 
tion of some classification of cases of saccharine urine. 

Cases of saccharine urine may be primarily divided into two 
broad classes or divisions. 

One class consists of instances in which a small quantity of 
sugar appears in the urine for very short periods, without 
relevant symptoms—the circumstance being a temporary and 
incidental consequence of some physiological or pathological 
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antecedent whicli has little or no affinity to diabetes, as 
clinically understood. Belonging to this class are examples of 
saccharine urine after the administration of chloroform, after 
eating an excessive quantity of saccharine and amylaceous 
food, in rccovciy from cholera, and after a paroxysm of whoop¬ 
ing-cough, asthma, or epilepsy. These may be designated as 
cases of mcidental glycosuria,* 

In the other class of cases the glycosuria is more intense ; 
it constitutes a permanent symptom, and persists for con¬ 
siderable periods of time, and is associated with a serious 
departure from health. To this class alone is the term diabetes 
at all applicable. 

This second class again is divisible into two groups. In 
the first, the glycosuria is persistent and intense, and the flow 
of urine is greatly increased : this state of urine is associated 
with thirst, debility, emaciation, and a train of grave, 
fatally-tending symptoms, which constitute a familiar, easily 
recognised clinical unity. Tiiis is the classical diabetes of 
authors, and to this the name diabetes was limited, before our 
more refined and ready analysis disclosed the presence of sugar 
in the urine in a number of other and different states. 

The second group embraces those less serious types in which 
sugar is present in the urine, sometimes abundantly, some¬ 
times scantily, sometimes persistently, sometimes intermit¬ 
tently ; always with a weakly condition of health, but with¬ 
out thirst or conspicuous emaciation, often indeed with corpu¬ 
lence ; without any, or only slight, increase in the quantity of 
urine, and without that fixed tendency to death which stamps 
the first group—occurring also generally in advanced years, 
or at least beyond the time of early manhood. Some of those 
milder types of glycosuria will be separately noticed at the end 
of the present chapter. 

ETIOLOGY OF DIABETES MELLITUS. 

In the decade 18.01-60, 4546 deaths from diabetes were 
registered in England and Wales, being an annual average of 

* Bordier states that slight temporary glycosuria is almost a normal phe¬ 
nomenon in convalescence from acute disease. His results want confirming. 
See his paper. Arch. G6n., 6me sdrie, t. xii. p. 183. , 
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454.* Of the total number 3082 wore males, anil 1514 fe¬ 
males, showing that diabetes is twice more common, in men 
than women. Up to the age of puberty, the two sexes appear 
to be equally liable to diabetes ; but from that period on to 
old age the liability of the male sex maintains an increasing 
ratio, as may be seen from the following table:— 


T.Viii.E ftliowiiig Uic nwnhrr of Deaths from DiaUrs, al diffeirat prrio:!s of 
JJfi: ill, the two Hutes-f 


IIV WKIl. 

Under 

5 

yrs. 

5 -W 
yrrt. 

10--15 

yra. 

15—25 

yrs. 

25 - or* 

yrH.' 

ir, - 45 
yi-H. 

4.5 - r,r> 
yrs. 

55 -05 
yrs. 

t)5- 75 
yi-H. 

75 

and 

1 

All 1 

SRI'S. 1 

iV'j'tli.s in innIcK . 

28 

40 

07 

878 

408 

502 

550 

500 

;i(i4 

105 

:io;{2 [ 

iu fcinnlcR 

28 

•12 

78 

220 

282 

201 

247 

101 

111 

2,5 

1514 1 

males and ) 
iVt.:ulc8 . . ) 

f>l 

82 

'''' 

im 

_ 

750 

70i» 

707 

001 

5(K 


4540 j 


Diabetes prevails chiefly among young and middle-aged 
adults. It is rare under five years of age. The youngest 
example that has come under my notice was a boy of three 
years; but in the Eegistrar-General’s Ecixirts for 1851-GO, 
ten deaths from diabetes under the ago of one year arc 
registered, and as many as thirty-two under tlie ago of three 
years. The mortality from diabetes attains its maximum 
between the ages of twenty-five and sixty-five years, and 
nfaintains itself between these epochs with tolerable unifor¬ 
mity. In extreme old age deaths from diabetes' are more 
rare, not only absolutely, but as compared to the mortality 
from all causes. 

The development and exercise of the sexual funeiions appear 
to htfve a marked effect in increasing the liability to diabetes 
in both sexes: and the diminished frequency of the disease in 
women after the age of forty-five (as compared with men) 
corresponds with the earlier decline of the sexual activity iii 
the female sex. The maximum mortality in males is between 

* In the eight years 1861-8 the annual average of deatlis from diabetes 
was 628. 

t Constructed from the Eegistrar-Qcnenil’s Eeports, for 1851-60, for 
England and Wales. Mean population for the decade, 19,000,000. 
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forty-fiye and fifty-five years; in females between twenty-five 
and thirty-five years. 

Hereditary influence is not a prominent predisposing canse 
of diabetes. There are however a number of instanees on 
record in whieh the disease has run in families. Seegen 
mentions a brother and sister who were both diabetic. A short 
time ago I had under my care an uncle and niece similarly 
affected. I have also a note of a family of eight children, all 
of which became diabetic, though the parents were healthy. 
Sir H. Marsh* refers to a family in which diabetes could bo 
traced to the second generation, and to another family in 
which it could be traced through four generations. Diabetic 
patients have frequently been observed to belong to families 
in which phthisis and epilepsy prevailed. One of my patients 
was one of four survivors out of a family of twenty-five; twenty 
of these had died, after reaching adult age, of lingering com¬ 
plaints with great emaciation, probably phthisis or diabetes. 

ExciTiNfl Causes. —The exciting cause of diabetes is often 
obscure. In a considerable number of cases the disease has 
broken out soon after exposure to mt and cold; in others after 
copious drinking of cold fluids while the body was in a heated 
state. Cases arising from cold, generally present a train of 
neuralgic or quasi rheumatic symptoms, before the breaking 
out of the thirst and diuresis. Excessive use of saccharine and 
amylaceous articles of food, antecedent acute febrih diseases, 
abuse of aUoholw drinks, have all been noted as probable ex¬ 
citing causes of diabetes. 

The disease is sometimes traced to a violent menial emotion. 
In one of my patients it followed on distress of mind caused 
by an unjust suspicion of theft; in another it followed the 
burning down of his place of business; in a third it was 
attributed to anxiety attendant on a Chancciy suit. Eayer 
mentions a case of diabetes coming on after a violent fit of 
anger, and Landonzy another after violent griefi Dr. Dickinson 
cites several striking examples of diabetes following excessive 
mental anxiety. 

Organic diseases of the drain and cord have, of late years, 
• Dublin Quarterly, 1854, p. 17, note. 
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been shown to bo occasionally the exciting canse of diabetes. 
These cases are of special interest as bearing on the discoveries 
of Bernard and others, on the artificial production of gly¬ 
cosuria in animals by cutting or puncturing various parts of 
the nervous system. 

On Feb, 19th, 1871,1 saw, with Dr. Eansomc, of Bowdon, a 
contractor, aged 55. He had been formerly in the habit of 
taking spirits freely—but three years ago he had a succession 
of epileptic fits, in consequence of which he was induced to 
take light claret only. The fits then ceased. For the last 
twelve months he has taken largely of milk—sometimes four 
or five quarts daily. He came under Dr. Ransorae’s treatment 
in Jan., 1871, for loss of memory and mental confusion. Ho 
was a stout, florid man—though somewhat thinner than he had 
been. There was much thirst and a ravenous appetite. The 
pulse varied from 120 to 140. The urine amounted to 10 and 
12 pints daily, and was highly saccharine. By strict dieting 
it was reduced to 7 pints, with a sp. gr. of 1032—40. On 
Juno Ist he had a slight paralytic seizure all'ecting the right 
hand and arm—with loss of speech for a few minutes. His 
loss of memory was complete for recent events—even a few 
minutes after their occurrence—^but he retained full recollection 
of matters which had occurred before his illness. This man 
died some months later. A naked-eye examination of the 
brain did not reveal any palpable signs of disease. 

Pavy cites the following examples :— A. late alderman of the 
city of London was seized with cerebral hemiplegia. His 
urine was tested by Dr. Barlow at the period of the attack and 
found to be free from sugar. There had also been nothing 
from the symptoms and history to lead to the suspicion that 
sugar would be found. Shortly afterwards, however, strongly 
marked diabetes set in. A member of the medical profession, 
who was seen by Dr. Gull, was seized at the age of fifty-two with 
an apoplectic fit, from which he <recovored, with hemiplegia, 
however, of the left side of the body remaining behind. Five 
weeks after the fit, this person who had never previously pre¬ 
sented any symptoms of diabetes, began rapidly to emaciate, 
which led to an examination of the urine being made. A 
highly saccharine state of it was found to exist. 
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Dr. Richardson* relates a case of diabetes in which con¬ 
vulsions and symptoms of meningitis occurred during life: 
after death an ossific growth was found pressing on the pons 
Varolii, and an abscess in the posterior cerebral lobes. Dompe- 
ling relates a case of diabetes in which a tumour as large as a 
nut was found after death, occupying the whole of the right 
half of the medulla oblongata (Arch. Gen., May, 1869). 

E. Fritz has collected an interesting series of cases of diabetes 
associated with various organic diseases of the brain and cord 
(cerebral softening, tumours of the pia mater, general paralysis, 
and myelitis). 

Still more numerous are the cases in which diabetes has 
followed external injuries to the brain and other parts. Dr. 
Gooldenf has published a series of such examples; and P. 
Fischer has increased the list to twenty-one cases, and ably 
analysed them. The injuries consisted of blows and falls on 
the forehead, vertex, and occiput—sometimes with and* some¬ 
times without fracture of the skull. In some instances, there 
was temporary loss of consciousness, in others not. 

In addition to cases of violence directly attccting the brain, 
a large number (twenty-two cases) are cited by Fischer of blows 
on the face, fractures of the vertebnc, blows on the loins, the 
thorax, the abdomen, contusions of the kidneys and liver, 
violent eftbrts, etc., which have been followed by diabetic 
symptoms. 

Some of these traumatic cases were examples of confirmed 
diabetes of the ordinary type, and ran a fatal courpe. Others 
were of much milder type, transitory in their duration, passing 
away on the subsidence of the cerebral symptoms. In some of 
them the diabetic symptoms commenced at the time of the 
accident, or shortly after j in others, not until some- months 
had elapsed after the injury. 

In a certain proportion of the traumatic cases (eight out of 
forty-three collected by Fischer) the urinary disorder consisted 
of simple polyuria. 

It is probable that in all the traumatic cases the injury 

. * Med. Times and Qaz., March and May, 18G2. 

t Lancet, June and July, 1854, and Med. Times. Deci 1854. 



SYMPTOMS. 


225 


(however different its seat) implicated some part of the sympa¬ 
thetic nervous system, either within the cranium or spinal 
cord, or in its peripheral distribution. 

SYMPTOMS. 

The invasion of diabetes is generally insidious. The disease 
is seldom recognised until it has existed some weeks or months. 
The initial symptoms (malaise and slight emaciation) pass 
unnoticed, because the appetite continues good; but the 
patient’s suspicions are at length aroused by the increasing 
frequency of the calls to make water, and an incommodious 
thirst. The disease sometimes, however, attains a high inten¬ 
sity in a few weeks. In one of my cases as much as fifteen 
pints of urine a day were secreted in the third week. 

As the disease advances, it assumes its characteristic features. 
The thfrst becomes insatiable, the appetite excessive or vora¬ 
cious, the skin harsh, dry, and scurfy ; the patient emaciates; 
the countenance wears an appearance of suilbriiig, and the 
features arc drawn ; a distressing sinking is felt at the pit of 
the stomach; the tongue is glazed and furrowed ,- a scanty, 
tenacious mucus gathers in the mouth, which is parched and 
clammy ; the urine rises to eight; twelve, or more pints in the 
twenty-four hours; this urine is of a pale straw colour; its 
denaty varies from 1035 to 1045 or higher; and it contains a 
large proportion of sugar: the virile powers fail ; and the 
mental faculties lose their wonted vigour. 

If the malady proceeds unchecked, these symptoms increase 
in intensity. The emaciation and loss of strength attain an 
extreme degree; pulmonary symptoms 'resembling those of 
phthisis often make their appearance, and advance with alarm- 
,.ing rapidity; or colliquative diarrhoea sets in ; hectic fever is 
established; the urine now diminisjies in quantity, perhaps 
loses its sugar and becomes albuminous ; the legs become mde- 
matons; and the unfortunate sufferer is at length released, 
often very suddenly, either by sheer exhaustion, or he is carried 
off by one of the numerous complications of the disease. 

Some of these symptoms require a more detailed considera¬ 
tion. 
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TJm urine .—The essential features of the urine in diabetes 
are its excessive quantity and the presence of sqgar. The 
proportion of the latter varies from 8 to 12 per cent. It is 
chemically identical with grape-sugar or glucose. The quantity 
of sugar excreted daily ranges from 15 to 25 ounces; but it 
may amount to two jwunds or more, or fall to an ounce or less. 
The profwrtion of sugar is always increased after food, and 
diminished after fasting. After the use of starchy or saccha¬ 
rine substances, the increase is much greater than after animal 
food. In many of the milder cases, and probably in the 
earliest stages of all, the urine becomes free from sugar when 
starch and sugar are entirely withdrawn from the diet; but in 
confirmed cases the urine still continues saccharine—though in 
greatly diminished intensity—when the diet is purely animal, 
and even when no food at all is taken. In this last case the 
sources of the sugar arc necessarily the tissues of the body. 

The density of diabetic nrine usually fluctuates a few de¬ 
grees above or below 1040 ; it may rise to 1055 or 1060, or 
sink to 1015. 

Intercuirent inflammatory or febrile attacks cause the sugar 
to diminish, or even to temporarily disappear. Toward the 
approach of death a similar diminution is observed. 

The quantity of the urine oscillates usually between 8 and 
15 pints daily; but it has been known to exceed 32 pints.. 
When the diet is restricted to animal food, the urine is gene¬ 
rally reduced to four or five pints a day. The quantity of the 
urine is about equal to the liquids imbibed. The opinions 
formerly held, that the urine exceeded the ingested liquids, 
and that the body absorbed water through the lungs and 
skin, or generated it rfe novo from the elements of the food and 
tissues, are quite unsupported by more rigid observations of 
recent date. 

When the flow is considerable the urine has a very pale 
straw tint and a peculiarly bright aspect. It speedily becomes 
opalescent when exposed to the warm air, and in a few hours 
ferments with abundant disengagement of gas and production 
of spornles and filaments of the yeast plant. These latter form 
a white flour-like deposit in diabetic urine after it has been 
kept awhile. 
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"When the flow does not exceed four or five pints, the colour 
and general appearance of the urine are natural. 

With regard to the ordinary constituents of the urine, no 
particular alteration takes place in their rate of excretion 
beyond a diminution of their proportion to the water, and 
(generally) some absolute increase of their quantity. Very 
contradictory statements have appeared on this point: but tlic 
more trustworthy observations appear to support the above 
conclusion, especially with respect to urea. Uric acid is often 
diflBcult to detect, owing to the immense proportion of water ; 
but it is not really absent, as has been alleged ; and when the 
volume of the urine is reduced to four or five pints a day, uric 
acid frequently forms an abundant dejwsit of large dark-red 
crystals. More rarely I have observed oxalate of lime; and in one 
instance a iiersistent deposit of crystallized phosphate of lime. 

The presence of a small quantity of albumen, and even of 
blood, is not uncommon in advanced cases, and constitutes an 
untoward sign. In a gouty old gentleman who was passing 
four pints of a moderately saccharine urine a day, I detected 
(in addition to a little albumen) transparent fibrinous casts of 
the uriniferous tubes. 

Thirst is one of the earliest and most persistent symptoms 
of diabetes, and has often led to its detection. Diabetic 
patients will generally drink from 8 to 12 pints a day ; but 
sometimes they imbibe as much as 25 and 35 pints a day. 
Nevertheless, this enormous potation does not suffice to 
quench the intolerable thirst—nay, it seems even to intensify 
it A perpetual painful dryness of the mouth and lances 
remains in spite of a deluge of water. Patients have even 
been known to drink their own urine to allay their craving 
for fluids. 

The immediate cause of this thirst is, probably, the existence 
of sugar in the blood. This crystalline substance, like any 
other crystalloid, creates a demand for water to eflect its 
dissolution and elimination from the body. On the other 
hand, the consumption of large quantities of water seems to 
aggravate the disease, by accelerating the disintegration of the 
tissues. 

Inordinate appetite is not nearly so constant a sym[)tora as 
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excessive thirst; and in the course of the complaint there is 
not unfrequently complete anorexia. Toward the fatal termi¬ 
nation a loathing for food of every sort often prevails, and is 
accompanied by rapid sinking of the powers of life. 

Emaciation is generally a prominent symptom; and the 
degree of it is proportional to the intensity and duration of the. 
disease. The disappearance of fat is probably not without 
direct connection with the unnatural transformation of the 
amyloid substance of the liver into sugar; as it seems highly 
probable that the normal destination of this is, partly at least, 
to nourish the adipose tissues of the body. Emaciation is, 
however, not an invariable concomitant of diabetes. One of 
my patients weighed over 15 stone, though he had been voiding 
daily 12 pints of highly saccharine urine for some months. 
One of Front’s diabetic patients weighed 23 stone! This 
obese class of cases is markedly less severe, and of more 
hopeful prognosis than the generality. 

The emaciation is not confined to the fatty tissues: the 
muscles become atrophied, and even the heart itself. The 
enormous flow of fluid through the kidneys explains to some 
extent the excessive emaciation of diabetic patients; for it 
has been shown by Gcnth, Bocker, and Mosler, that simple 
transudation of water through the body increases the disin¬ 
tegration of the tissues, and induces rapid loss of w'eight, 
unless the deficiency he made up by increased supplies of food. 
In diabetes, notwithstanding the enormous amount of aliments 
ingested, the defective state of the digestive organs prevents 
the possibility of suitable compensation by increasing the 
supply from without. In agreement with this view, it is found 
that when the flow of urine in diabetic patients is brought 
down by appropriate treatment to three or four pints a day 
there is usually no further loss of weight, or ev6n the patient 
recovers some of what he has lost, though the urine still con¬ 
tinue saccharine. 

Dryness of the skin, is a usual and very unpleasant symptom 
of diabetes, and its intensity is proportional to the diuresis. 
Some diabetic patients, however, sweat freely throughout their 
complaint; others only begin to sweat on the advent of hectic 
fever. 
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The temperature of the body is usually normal—often sink¬ 
ing a little below the normal—sometimes even markedly so. 
Even in intercurrent inflammations it scarcely rises above the 
healthy standard. 

The prevalence of hoils is a curious occasional coincidence 
of saccharine urine. In a gentleman recently under my care, 
successive crops of boils were the earliest symptom of tho 
disease. Sometimes they constitute veritable fnrnnculi, and 
as many as twenty-two have been counted at the same time 
on a diabetic patient. They may even be the immediate 
cause of death. Other cutaneous affections are sometimes 
seen, less trequently than boils, namely, psoriasis and im¬ 
petigo. 

An erythematous and excoiiated condition of the urethral 
orifice (due to the irritation of the saccharine urine) is occa¬ 
sionally a source of great discomfort; and in the female, heat 
and itching about the vulva is a common and distressing 
symptom. 

Dr. Garrod states that adma of Ihe ht/n is a constant feature 
in diabetes. It certainly is very common ; and the fiat surfaces 
of the tibim can nearly dways be made to irit on firm pressure, 
even when no fulness exists about the ankles. I am satisfied, 
however, that this pitting, when very slight, is not due to 
mdema, but rather to the soft atonic state of Uic subcutaneous 
tissues. 

Ascites and adema of ihe arms and hands occurred in one of 
my cases. Ascites is also mentioned in one case by Fischer, 
where the disease was complicated with cataract. 

The dryness of the mouth usually corresponds to that of tho 
general surface. The tongue is commonly red, pretematurally 
clean, cracked, and denuded of epithelium. In the less severe 
cases, or when amelioration has been brought about by treat¬ 
ment, the tongue is moist, and coated with a thin yellowish- 
white fur. In the majority of diabetic patients the ieeih arc 
gradually destroyed by caries; and the gums become spongy, 
swollen, loosened from the teeth, and liable to bleed. The 
destruction of the teeth is attributed by Falck to the excessive 
acidity of the saliva, due to the generation of lactic acid from 
the sugar present in the seoretiomi of the mouth. Sometimes, 
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liowevcr, tlie teeth arc preserved ])erfcctly, in persons who liavc 
been diabetic for many years. 

Tlie dijicxtive organn rarely bear the unnatural strain put 
upon them by tlie excessive feeding of diabetic patients, without 
at length resenting the ill-usage. Epigastric pains and a sense 
of sinking at the scrobiculus cordis, liatulcncc, and occasional 
vomiting, are the most common symptoms. As a rule the 
bow'els are constipated, and require artificial aid to promote 
their action. The faeces are generally pale. In advanced 
cases diaiThoea not unfrequcntly occurs, sometimes of a dysen¬ 
teric character. This is a formidable and generally speedily 
fatal complication. 

The menial state suffers a marked alteration in confirmed 
cases ; but the degree and type of it varies a good deal. The 
change most commonly observed is a heaviness and apathy, 
a disinclination to mental and bodily exertion, sometimes a 
positive drowsiness. The natural firmness of the character 
gives place to a deplorable pusillanimity and a want of moral 
sense, which are foreign to the individual in a state of health. 
Persons who previously have been above every equivocation or 
concealment', resort to petty cunning and positive untruthfnl- 
ness to deceive their medical attendant as to their food and 
drink. Nevertheless, the intelligence itself is not troubled, 
and continues clear to the end. 

The sexual fuwUons undergo a notable declension of vigour 
in advanced cases ; and there is frequently actual impotence 
from failure of the power of erection. This defect, however, 
is not a permanent one ; and if amelioration take place the 
virile powers return early. Exceptions to this rule also occur. 
Dr. Prout mentions an instance of a confirmed diabetic, who 
married and had two children, though the saccharine condition 
of the urine still persisted. 

The Ihod, as might have been expected, is unnaturally 
charged with sugar in diabetes. It has been found in the 
proportion of from O'S to 0"5 per cent. From the blood, sugar 
finds its way into all the tissues and fluids of the body. Sugar 
has been found in the faces, the sweat, the humours of the 
eye, the tears, the saliva, and the gastric juice. 
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COURSE, DURATION, TERMINATION. 

Diabetes is an essentially chronic ditease; its course is 
measured by months and years. U'hc ordinary duration of 
diabetes is from one to three yeai’s. Sometimes the disease 
runs a rapid course and terminates in a few months or 
weeks. The most rapid example which I have seen was a 
shopkeeper aged thirty-four. He was perfectly healthy until 
June 9, 1875. lie was then suddenly seized rvith inten.se 
thirst, and profuse discharge of highly saccharine urine, and 
died on Juno 18, after an illness of only eight days. I saw 
another case, a child of three ycaj-s, who died in three Aveeks. 
Becqucrcl mentions the case of a hoy of nine years Avho died 
in six days. On the other haird, eases sometiraes run on for 
six, eight, or ten years. The following table shows the dura¬ 
tion of diabetes in 100 fatal cases, collected by Oricsingcr :— 

Under 3 iiioiitlis.1 e.iiBc;. 

lietweeu 3 and 6 iiioutlis . . . . 2 eunes. 

,, 6 ,, 12 ,, . . . . . 13 ,, 

„ 1 „ 2 years.3S> „ 

,, 2 „ 3 „.20 „ 

,, d ,, 4 ,, . . . . . 7 ,, 

4 r. ■> 

t$ ^ it ^ f> • • • • • 


,, ' 7 ,, 8 ,, . . . . . 1 ,, 

Undeteniimed.12 ,, 

Tire progress of diabetes is usually equable and continuous ; 
but cases are met ivith, not very nnfrequentlj', in which the 
symptoms intermit—the saccharine state of the urine ceasing 
and recurring at intervals. Dr. Bence Jones * has publislicd 
an account of several such cases in old persons ; and I have 
encountered similar ones in my own practice. These will 
be again noticed among the milder types of the disease. 
Girard records an example of intermittent diabetes a girl 
of eighteemf 

If diabetes does not terminate through one of its complica¬ 
tions, the patient becomes gradually drowsy, and finally dies 

I * Med. Chir. Trans., vol. zxxvi. 

t Union Med. 1855. 
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com^se — sometimes with the ooenrrence of convulsions. 
Not-unfrequently death is at the last sudden. One of my 
patients fell back dead while eating his dinner. 

The 8ym])toms sometimes begin suddenly, and not insi¬ 
diously. Not unfrequently too, the symptoms are much more 
violent in the first few months than at a later period, when 
the disease has become confirmed. When diabetes has already 
existed two or three j'ears the thirst and voracity rarely main¬ 
tain their primitive intensity. This change from a more acute 
to a more chronic state must not, of course, be mistaken for a 
real improvement. 


COMPLICATIONS. 

The complications of diabetes assume a prominent place in 
its history, inasmuch as the disease only exceptionally proves 
fatal solely through its own intensity. More frequently an 
intercurrent disorder supervenes, which carries off the patient. 
The most common and formidable complication is pulmonary 
tubercle, which affects nearly one half of the cases protracted 
to the third year. The pulmonary disease runs the course 
of rapid phthisis. A low and fatal tjqic of inflammation is 
also liable to arise in the lungs, pleura, or peritoneum. In 
every tissue of the body there exists a tendency to asthenic 
inflammation, apt to run on to abscess, difiuse suppuration, 
sloughing, phagedmnic ulceration, or gangrene.* 

The occurrence of boils and carbuncles in diabetic patients 
has long been known. The statement of Front that sugar is 
always present in the urine of patients suffering from boils,, 
is certainly incorrect. Dr. Goolden mentions the case of a 
medical man, long diabetic, who had an enormous anthrax on 
the nucha, which compromised his life. He recovered, how¬ 
ever, from the anthrax, and with its disappearance the sugar 
departed from the urine. P. Frank cites an almost simil^ 
case. Phillipcaux and'Vulpian (Gaz. Hebd. Dec. 6, 1861) 
relate an example of anthrax in a hemiplegic patient who 
was not previously diabetic. During the suppuration of the 

* Or. Kattlievs Onnctui records a c^e of pregnancy and labour complicated 
wHb diabetes. The patient died on tbe day after the induction of prematuru 
labour. Bdin. Med. Joui-n. Feb. 1873. 
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anthrax the urine became strongly saccharine; but ceased to 
be BO when the anthrax cicatrised. 

Gangrene of the lower extremities, resembling gangrsena 
senilis, has been several times observed in diabetes. Tvyo 
examples have recently come under my observation .of fatal 
gangrene of the great toe in diabetic subjects. One was a man 
of seventy, who had been diabetic for twelve years. No pulsa¬ 
tion could be felt in the arteries of the con-esponding limb 
below the popliteal. The other was sixty years of age, and was 
not suspected to be diabetic until the toe became gangrenous. 
Sir H. Mai-sh* mentions the case of a lady, about seventy years 
of age, suffering from diabetes of long standing, who was earned 
off suddenly with gangrene of the foot and leg. On examina¬ 
tion an obstruction was found in the iliac artery. Dr. Colics 
(quoted by Mai'sh) had seen two. similar cases of obstructed 
iu-terie.s, and fatal gangrene in diabetes. In 1845, Canuichael 
presented to the Pathological Society of Dublin two cases of 
.senile gangrene of the lower limbs in diabetic patients.t Mai- 
chal dc Calvi has drawn attention to the same subject more 
recently, and imblished four new cases. Additional cases have 
also been brought forwai'd by Hodgkin, Landouzy, Cham- 
pouillon. Billiard,! others. 

Defects of sight in connection with diabetes have of late 
years attracted a good deal of attention. They consist either 
in an enfeeblement of vision (amblyopia), or cataract. 

Amblyopia occurs, according to Boueliardat, in about a fifth 
of the cases of diabetes. Generally siieaking, it is slight in 
degree and temporary, or recun-ent. In one of Griesinger’s 
patients the amblyopia ceased when a flesh diet was used, but 
it was succeeded, shortly after, by cataract. Permanent am¬ 
blyopia is less frequent; it occurs only in advanced cases, and 
is a sign of approaching fatal termination. The dimness of 
E%ht steadily increases, and at length ends in total blindness. 
It seems to be owing to atrophy of the retina.§ 

* Dublin Quarterly, 1864. f Med. Gaa. I84fi, p. 110. 

J See Charcot, (laz. Uebcl. Aug. 1801; and l)r. Hodgkin, Aasoo. Med. 
Journ. 1854. The whole subject is treated exhaustively by Maichal de Calvi 
in his recent work, cited at the head of this chapter. 

§ For further information on this subject 1 must refer to L&orcho’s articles, 
“Dol’amblyopiediabStique.” Qaz. Hebdom. Nov. 1801. 
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Diabetic cataract was first noticed in tliis country by Mr. 
France, and L6corch6 has given an excellent resnmd of what 
was known on the subject uji to 1861. It occurs generally 
in inveterate cases of long standing. It is an unfavourable 
sign; and death follows its appearance usually in a few 
months; but sometimes patients with diabetic cataract 
survive for years. The frequency of cataract in diabetes.has 
been estimated very diflerently by different authors. Grie- 
singor observed cataract in three out of his own seven cases. 
V. Gracfe estimates the proportion as one in five ; Bonchardat 
as one in thirty-eight. Garrod had not encountered cataract 
in any of the large number of cases of diabetes which he had 
seen. Out of forty-five cases (written in 18G5) which I have 
treated, only one had cataract. Of 225 cases collected by 
Griesinger, cataract occurred in twenty. 

Diabetic cataract comes on, sometimes without previous 
defect of vision, sometimes after one or more attacks of tem¬ 
porary amblyopia; sometimes it complicates permanent am¬ 
blyopia. It generally arises after the diabetic state has lasted 
eighteen months or two years; but it has been known to 
appear in six months. Its appearance may coincide with 
aggravation, amelioration, or stationary condition of the proper 
diabetic symptoms. Its course is rapid; the two eyes may 
become completely cataractous in a.few days ; sometimes it is 
developed more slowly. It begins in one eye—generally the 
right—but soon involves the two. In the case which I ob¬ 
served, a woman, twenty-four years of age, had been diabetic 
for two years and a-half. Three months previously the left eye 
became suddenly cataractous: in less than a week the opacity 
had reached its maximum. The right eye was still clear and 
vision perfect. 

Catai-act in diabetes is nearly always of the soft kind; but 
examples of hard diabetic cataracts have been met with by 
V. Gracfe, Gnersant, and Sir W. Wilde. 

It has been conceived by Weir Mitchell * and Dr. Richard¬ 
son t that diabetic cataract is produced by physical imbibition 
into the lens of the saccharine matter of the aqueous humour 

* American Joam. of Med. Sic., Jan. 1860. 

t Brown-Sdqnard’a Joan, de Physiologie, July, 1860. 
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of the eye. This opinion is based on the temporary opacity 
produced in the crystalline lens of the frog, when the animal is 
immersed in a saccharine solution, or when a similar solution 
is injected into the cellular tissue. It is very doubtful how¬ 
ever whether the two conditions are really pathologically ana¬ 
logous. Ldcorche failed to produce opacity in the lens of 
rabbits by injecting syrup into the eye. Artificial cataract in 
the frog speedily disappears when the animal is removed from 
the saccharine solution: but diabetic cataract is iwrmancnt, 
and does not disappear when amelioration of the symptoms 
takes place, llow, on the imbibition theory, can the cases be 
explained, in which (as in the instance which occurred to 
myself) one lens has been completely opaque for months while 
its fellow still remains perfectly transparent ? How also 
should its occuiTcncc be (as a rule) so long delayed, and arise 
so suddenly, without any corresimnding increase in the 
quantity of sugar in the urine ? It seems more probable that 
diabetic cataract is one of- the many degenerations of a low 
inflammatory tyim so common in confirmed diabetes. 

Hepp failed to find sugar in a catai'actous lens removed 
from a diabetic patient. I^'ischer obtained a similarly negative 
result in another case. But Stoeber found sugar in a lens 
examined by him.* 

Operations for diabetic cataract generally fail, from uncon¬ 
trollable suppuration of the eyebalL Sometimes, however, the 
operation succeeds; and if the primary complaint be stationary 
and quite uncomplicated, operation may be recommended as a 
possible solace to tlie remainder of life. 

PATHOLOGY AND MOEBID ANATOMY. 

Although diabetes is a frequently fatal disorder, necrology 
has thrown but an uncertain light on its seat and nature. 

The more palpable anatomical dianges which have been 
often' found in the lungs and elsewhere, are manifestly not due 
to the disease itself, but to some of its numerous complications. 
Physiological data would lead ns to look for the primary seat 


Aimalcs d'Oculistiques, xlviii., p. 192. 
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of diabetes in the liver itself, or in some part of the brain or 
nervons system connected with tlie liver. 

The liver has certainly not yet given up its secret, if it have 
any. The accounts of its appearance, after death from diabetes, 
are contradictory. Its size is usually normal; sometimes it is 
a little enlarged, sometimes a little atrophied. In some cases 
it is congested, in others the reverse. Occasionally, it contains 
a good deal of sugar—more frequently, none at all. Dr. Wilks 
believes that the diabetic liver presents differences to the eye 
which enabled it to be distinguished from others : it is firm, 
lough, homogeneous or uniform in appearance, and dark in 
colour.* But other descriptions are quite at variance with 
this. Griesinger found the liver granular and easily tom in 
one case ; in fourteen others the livers were perfectly normal. 
Dr. Dickinson sees in the livers of diabetic patients evidence 
of long-continued hypermmia, ending in overgrowth of the 
epithelium and fibrous tissue. 

Microscopical mvestigations have been equally unsatisfac¬ 
tory. Forster and Griesinger found the liver-cells natural. 
Beale t and Freriohs t remarked a diminution or absence of 
fat. Pavy found the tat undiminished. Stockvis found the fat 
undiminished, but an unusual proliferation of the hepatic cells. 

Of the bile. Dr. Pavy remarks, that in nearly all the cases 
in which he has specially examined it, it has presented a 
striking appearance, resembling a rhubarb mixture, and depo¬ 
siting a copious sediment consisting of columnar epithelium, 
and yellow, amorphous, gi’anular-looking matter. 

Prout says that ho frequently observed a gorged condition of 
the veins tci’minating in the portal system. 

The researches of Bernard on artificial glycosuria, and the 
large number of recorded cases of diabetes in which the 
disease has followed or coincided with disease or injuries of 
•the brain, have directed the attention of pathologists to a 
more minute examination of the nervons centres. 

The floor of the fomih ventricle has been examined in 
several instances. Sometimes it has been found quite natural; 
in other cases it was found the seat of serious pathological 

• Favy on Diabetes, p. 140. f Med. Chir. fiev. 1863, p. 226. 

• ^ Cited by Criesinger, loc. cit. p. 34. 
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changes. In 1860, Lnys bronght before the Societe de 
Biologie an example in which this spot was softened, highly 
vascular and of an unnatural broAvn colour. The nerve-cells 
were foimd degenerated and Ml of yellowish granules.* Mon- 
neret followed up this observation Avith another in which 
similar changes were encountered in an earlier stage.t Tar- 
dieu records a case of diabetes in which there existed slight 
paralysis of the left side for three months : the diabetes per¬ 
sisted until death two years afterwards from phtliisis: the 
medulla oblongata was found congested and of a dark grey 
■colour.t. 

In his recent work on diabetes, Dr. Dickinson describes the 
changes in the nervous system found by him in eleven fatal 
cases. A practised and careM eye, he says, will often detect 
a fine porosity in limited patches of the white matter, as if it 
was closely beset with pin-holes, each puncture containing a 
vessel much smaller than itself. Dnder the microscope these 
excavations become conspicuous objects. The excavations are 
found about arteries or in positions which arteries have once 
occupied. They are sometimes globular, and at their maximum 
such as would lodge peas. Often they are elongated and 
narrow, and may be described as tunnels directed by the course 
of the vessels. They are'caused by a destruction and absorp¬ 
tion of the nervous matter along the course of the arteries, 
and are, at least in some instances, caused by an escape of the 
contents of the vessels into the surrounding tissues, with con¬ 
sequent degeneration, softening, and removal of the nervous 
matter which has been permeated by the intrusion. 

When the disease has proceeded to its natural end the 
excavations are widely scattered through the brain ; numerous, 
small, and closely set in the white matter of the convolutions, 
fewer and larger about the central parts. The corpora striata, 
optic thalami, pons, medulla and cerebellum are the chosen 
seats for the largest and most striking holes. The white 
matter of the convolutions is often rendered strikingly cribri¬ 
form, in patches, by numerous erosions. More than fifty have 
been found in a space of not half an inch square—minute, but 

* Bulletin de la See. de Biol., 1860. + Gaz. d. Hip., Jan. 33, 3802. 

t Ked. ITiinei and 6az. Feb. 1862. 
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distinctly visible to the naked eye. Each contains a vessel, 
usually an artery, around which is an irregular interval, con¬ 
taining crystals of hasmatine and products of nervous degene¬ 
ration. These holes are evidently exaggerations of the peri¬ 
vascular spaces. The cavities, whatever their size and place, 
are much the same in ap])earance and contents. They are 
abruptly bounded, usually with a narrow margin of disinte¬ 
grated nervous tissue, the brain matter outside this.being abso¬ 
lutely natural. According to their date, they contain degenerate 
remains of nerve tissue, remnants of blood-vessels, or of ex¬ 
truded blood, or arc empty. The products of nervous degene¬ 
ration are first removed, then for a while the cavity contains 
only dilated or shrunken and obsolete ai’teries, with areolar 
tissue derived apparently from the perivascular sheath, and, 
crystals of haematino. Lastly these disappear also, and a 
mere vacuity is left. The changes in the cord arc similar to 
those in the brain, but less declared. 

Dr. Dickinson regards these lesions as the initial pathological 
fact of ordinary idiopathic diabetes, and as the primary cause 
of the glycosuria. Whether these observations, and the deduc¬ 
tions drawn from tliem, will stand the proof of controlling 
inquiries, remains to be seen. They have not, even now, been 
allowed to pass without challenge. !Ku1z * states that in three 
cases of fatal diabetes examined by him no enlargement of the 
perivascular canals of the medulla could be discovered, neither 
with the naked eye nor the microscope. The same author 
cites W. Miiller as having carefully compared the medulla in 
three diabetics and in two cases of paralytic dementia, and 
as coming to the conclusion that diabetes may exist without 
enlargement of the perivascular canals, and that enlargement 
of the perivascular canals may exist witbout diabetes, and, con¬ 
sequently, that the anatomical changes found by Dickinson 
have no causal connection with diabetes. 

Dr. Dreschfeld, Pathological Lecturer in our Medical School, 
made a communication on this subject to a meeting of the 
Manchester Medical Society, on Dec. 1, 1875. He had ex¬ 
amined the brains of two fatal cases of diabetes. In both 
these cases the brain and medulla were most carefully searched, 

* Beitrage z. Path. a. Tlierap. d. Diab. Mell. Marburg, 1874, p. 10. 
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and microscopical sections were made both from fresh and 
hardened preparations, but in none of them could alterations 
in the perivascular canals be discovered, such as have been de¬ 
scribed by Dr. Dickinson. Indeed one of the specimens had been 
used by Prof. Gamgee to illustrate before his class the normal 
histology of the brain. It certainly seems strange, if this wide¬ 
spread destruction of nervous matter really occurs in diabetes, 
that mental aberration and paralytic accidents should be so con¬ 
spicuously absent from the clinical history of idiopathic diabetes. 

Lesions of the pneumogastric and of the sympathetic nerves 
have also been found in some cases of diabetes. Harley cites 
a case in which a calcareous tumour as large as a hazel nut was 
found pressing on the right vagus in the chest. 

Of the secondary lesions or complications, those found in 
the lungs are the most common. Out of sixty-four autopsies 
collated by Griesinger, tubercles were found in the lungs in 
thirty-one, or nearly one-half. Pavy and Wilks believe that 
the pulmonary mischief is not always genuine phthisis, even 
when it runs a closely similar course, but consists in a chronic 
inflammation leading to the breaking down of the lung tissue 
and the formation of cavities. 

Pneumonic consolidation and gangrene of the lungs have 
likewise been not unfrequcntly found. Sometimes (not always) 
gangrene of the lungs in diabetes is not accompanied by the 
characteristic foetor of that complaint. 

In long standing cases, the kidneys are not unfrequcntly 
found seriously altered. Out of Griesinger’s sixty-four autop¬ 
sies renal alterations were found in thirty-two. In seventeen 
instances there was degeneration resembling some form of 
Bright’s disease, mostly with fatty degeneration of the renal 
epithelium. Granular atrophy of the kidneys was never 
found; but cysts, cicatricial spots, adhesions of the tunica 
propria and pyelitis. In five cases the kidneys were markedly 
hypersemie, and in seven considerably hypertrophied. Prout 
states that the kidneys of persons dying of diabetes assume 
frequently a peculiar deep orange tint on expemure to the air. 

The stomach is commonly found distended, and the mucous 
membrane thickened and softened. 
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PHYSIOLOGICAL AND THEORETICAL CONSIDERATIONS 
RELATING TO DIABETES. 

Mncli light has l)een thrown on the pathology of diabetes by the obser¬ 
vations of Bernard and others on the jn-csence of an amyloid snbstane.e in 
the liver, and the possibility of inducing glycosmia in animals by ai-tificial 
means. A rfsiun4 of the present state of these questions is absolutely 
nc(!es.saiy to the comprehension of any theoretical views of diabetes. 

Bernard discovered the fundamental fact, that the liver of all healthy 
.animals contains a large quantity of a suRstance resembling starch or dex¬ 
trine. Wlicn the liver of an animal newly killwl is abandoned to itself in 
a warm place, it speedily becomes chaiged with sugar by the convemon of 
a portion of this substance into glucose ; and when the sugar so produced 
is washed completely out by a stream of water, the organ abandoned to 
itself, os before, liccomes, again in twenty-four hours, abundantly charged 
with sugar. This conversion goes on until all the amyloid substance is 
changed into sugar. The ti-ansformation here witnessed takes place by the 
action of a peculiar ferment which circulates in the blood. 

I have obtained the amyloid substance of the liver (which has received 
the various names of animal or lifpaMc dextrine- {at standi), hepat^ and 
sooamylnm) in the greatest purity and with the greatest ease frcm the liver 
of the oyster. The large fawn-colourcd mass, which constitutes the deli¬ 
cacy of this mollusk, should be cut out, wd plunged for a few minutes 
into boiling water. The hardened mass is then pounded, in a mortar, 
mixed with a small quantity of water, ond'boiled so as to form a decoction. 
Tliis is sub-sequently filtered and poured into five times its bulk of strong 
alcohol or glacial acetic acid. An abundant precipitation of snow-white 
Hakes is produced. 'J'liis is the amyloid substance. It is collected on a 
filter, wnsbed with alcohol and dried. 

When pure, hepatic dextrine is a white, tasteless, inodorous body. It 
dissolves frcely in water, forming an opalesr^int solution like skimmed 
milk. It contains no nitrogen ; its formula is C,oHi„0,„. With iodine 
it behaves like vegetable dextrine, yielding a deep wine-r^ coloration. It 
does not reduce the salts of copper nor ferment with yeast; but (like starch 
and dextrine) it is speeddy converted into glucose by the contact of warn 
saliva, pancreatic juice, or diastase. It is similarly converted by the con¬ 
tact of fresh blood, which has no effect On sUirch aiid dextrine. This last 
proi)erty is its peculiar characteristic. 

Schiff has ratisfied himself, by a most ingenious set of expemnents, that 
he has detected the exact situation and physical condition of the amyloid 
substance in thp liver. He found it, not infiltrated or dissolved in the 
hepatic tissue, hut collected into separate vesicles or granules precisely !is 
occurs with-storch in the ve.ge,tablo kii^om. In the frog, he found under 
a magnifying power of 600 diameters, that the livcr-cclk, in .addition to 
one or two round nuclei and twelve or hventy fat globules, contained an 
iimuense number of minute pale vesicles varying in sise from Yife to ot 
a line. Within these vesicles the amyloid substance is accumiilated. The 
outer membrane (as in the vegetable starch-granule) contains nitrogen. 
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Nasso* has subsequently detected similar amyloid vesicles in the liver-cells 
of wann-blooded animals. They ililler fram most of their vegetable homo- 
lognes in not possessing eoneentric markings, and in not yielding a blue 
coloration with iodine. 1 have eudeavonrekl to verify these observations in 
the liver of the frog and the oyster, but without success. 

Animal dextrine is always present in the livere of all the healthy animals 
hitherto examined, whether living on vegetable oi- animal food, or fasting. 
But under a variety of di.seased and nunatniiil conditions it quickly dis- 
.ajipears. The circumstances preceding death from disease, are such, that 
the liver scaroely ever contains a trace of amyloid substance when examined 
post iisorte'iii. 

Tile 2 >eoidiar ferment of the livcr-dcxtiinc exists in the blood, but has 
not yet been isolated. It is not liable to disapiiear under those conditions 
of dis«>ase which cause the hepatioalcxtrino to vanish so <|uiukly. Nevor- 
thcless it is sometimes absent, Schiff made the curious dLseoveiy that this 
fennent totally disappears from frogs during the second half of the winter 
and the early spring montlis. Tliis occurs as a regular event in the annual 
changes which these bati'acliions undergo. During this interval the liver 
is as full as usual of amyloid substance, but no spontaneous prodxuition of 
sugar occius when the organ is abandoned to itself in a warm phiee, and 
artificial glycosuria catmot lie cngendeivd in such aiiiumls. When, how¬ 
ever, the blood of another animal, which is not in this issailiar eondilion, 
is injected into the bodies of winter frogs or applied to their livers, the 
usual production of sugar takes place rapidly. This alwenee of afwment 
lias not been noted, as a regular occurrence, in any warm-blooded animuls ; 
but Dr. Pavy states that he once, encountered a hciilthy rabbit in this 
condition. 

Great divergence of opinion prevails as to the destiny of the liver-dttx- 
tiino during healthy life. Many physiologists adhere to the view of 
Bomoi'd, and believe that, a continual conversion of this snbstiinee into 
sugai- is going on in the liver, and tliat a qusuitity of sugar is lasing con¬ 
stantly poured into the hepatic veins and eanied off into the circulation .f 
Dr. Pavy, on the other hand, contends that there is no eonveraion of 
hejMitio dextrine into sugar during healthy life, nor any continual stream 
of sugar flowing into the xurculation; and that w'hen such conversion docs 
take place it is an abnonual or diseased occun'cnce, or due to past-mortem 
changes. 

In cold-blooded animals tho view of Pavy has ai>peared to mo to Iw the 
correct one. I have repeatedly tested the point in frogs and oystera, and 
have never succeeded in detecting a trace of sugar in the livpr, if the organ 
was examined before the possibility of any changes. In the 

ease of the oyster the experiment is a very easy one. A fresh oyster ia cut 
in half with a pair of scissors, in such a way that one half shall drop into a 
capsule of boiling water: the other half is last aside in a warm place. 

* Anduv des Vereins fUr gemoinschaftl. Arbeiten, IV. I., p. 97. 

+ Among these may be mentioned Harley (Proc. Roy. Soc., vol. x. p. 289): 
Schmidt^ of Doipat (Gomptes Rendus, t. xlix. p. dS), and Lusk (New Yotk 
Med. joum. 1870). Dalton, Treatise on Human Physiology, 5th od. 
p. 193. 

K 
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Tlie latter very sijceilily lioEomes abundantly saccharine ; but in the former 
the fennent has laVn rendered inert by the heat, and not a particle of sugar 
can be detected in it, evt-n after being long kept in a wai-m place. 'Hio 
conditions in the oyster’.s liver are i>reciscly similar (as far as is known) to 
those in the • liver of a wann-bloodcd animal. An abundance of amyloid 
matter and the ferment co-exist side by side in the'oigan, and yet no re¬ 
action takes jdace between them, and no sugar is produced, so long as tho 
nonnal slate is maintained. 

A .similar exiieriment is more difficult in warm-blooded animals, because 
it is iiiiiwssiblc to proceed with the. same celerity ; yet in Dr. Pavy’s hands 
tlie results obtainisl were fully confinnatoiy of Ms doctrine. Bernard’s 
glyciogenic theoiy rests chiefly on the fact that in newly-killed animals tho 
blood of the hejiatic veins has beten found stmsibly richer in sugar than that 
of the body genenilly. Pavy attributes this result to nipid changes which 
take jdacc during the perfonnance of the exiieriment. Ho has-varied tho 
livoce-taling in such a manner as to avoid these disturbances. He catho- 
terked the right heart by introducing a tube along the jugular vein. In 
this way, if the animal lomaincd quiescent, the blood of the hepatic veins 
was obtained in its normal state. Hepitic blootl so obtained, was found 
to contain only those minute traces of sugar which exist in every jraii; of 
tho cirenlation. 

Dr. Itobeit McDonnell,* in tm admirable scries of researches, has re- 
jicated and varied the exiauimcnts of Pavy, and obtained results which do 
not seem to admit a possibility of doubt that amyloid substance is iwt 
convei-ted into sugar in tho liver during healthy life. In his memoir 
on tlie functions of tho liver,+ McDonnell biings forward some facts 
and considerations of great weight in support of Ms view, that tho I'eal 
destiny of the liver-dextrine is to unite with niti’ogen (set free by the 
disaasimilation of fibrino and a portion of the albrrmen of tlie portal blood) 
so as to constitrrtc a new protein eoinpormd resembling casein, which is 
. being constantly poured into the circulation through the hepatic veins, t 

Dr. Pavy appears to insist too absolutely on the absence of any urrim- 
peachable evidence of tho disappearance of sugar- introduced into the blood, 
i-xcript by its removal threugh tho kidneys. It has been fully made out 
that sugar and dextrine may be injected continuously into tire blood in 
certain small quantities—that is, so much that the per-centago of them in 
the blood sliall never rise beyond 0-2 or O'S—^without producing saccharine 
urine.§ What becomes of sugar so introduced is doubtful. It may not 
be oxidized, as has usrrally been believed, into carbonic acid arrd water; 
pcrhajis it is transfoi-med into amyloid substance and lodged in tho liver. 
That it disapjiears, somehow, without escaping -witli the urine, cannot 
admit of doubt. Some exjicrunents of SoMif appear to bear decisively on. 

• See Proceedings of the Eoyal Irish Academy, Feb. IS, 1860. 

+ Observations on the functions of the Liver, by R. McDonnell, M.D. 
Dublin and London, 1865. 

J Pavy’s results have been further conflnned by Meissner ond iTaeger, and 
by SchifT and Herzen. The whole of this question is-treated at length in the 
2nd ed,i<of Dr. Pavy’s work on Diabetes. 

§ Schifr, loc. crt. p. 134. 
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tills point. He induRcd oitifidid diabetes in frogs by piinehiring the 
spinal eoid; he then ligatui'ed portions of tho liver, so that the discharge 
of sugar into the circnlntiou was diminished in prapoition to the size of 
tho piece of liver included in the ligature. When a piece etxual to about 
a fifth part of tho oigan was included in the ligature, sugar was still 
poured into the circulation, hut not in mifficUnt qumditi/ to prodiKo 
glycosuria* 

Artificial glycosuria and diahetes. AVo arc led to believe then, on the 
evidence, above adduced, that although the amyloid matter and its fenuent 
must be in close proximity in the hejmtic tissue, they do' not come into 
actual contact and react upon each other during healthy life; but they 
may be brought into conjunction under a variety of unnatural conditions 
induced by disease or injiny^; and physiologists are able to bring about 
these abnormal conditions at will, and cause sugar to appear in the 
urine. 

Artificial glycosuria may be xiroduced in various waj's, namely, by cut- 
. ting or puncturing diverse xmrts of the nervous centres and certain organic 
ncives j by impeding resi>iration; xmtting animals under tho influence of 
anaisthetics and tetaniziug substances; injecting acid substances into the 
liortal veins ; and thrusting needles into the liver. 

Most, if not all, of these injuries, different as they ajJiH'ur, act finally in 
the same manner, and cause dilatation of the he]i!itic blood-vessels, and 
Ronseexuent hypewemia of the organ. This dilatation may (conceivably) 
bo brought about in two ways; cither by an increased action of the longi¬ 
tudinal muscular fibres (dilating muscles) of the small vcsselsf—this 
would be an active congestion—or, by a paralysis of the cireidar fibres, 
whereby the vessels would give way and .expand before the preimlsive ac¬ 
tion of tho heart 

Tire contractile tissue of the hepatic vessels, like that of the vascular 
system generally, is under the control of a distinct nerve-arrangement, 
with a local centre in its neighbourhood (probably the cwliac ganglion) and 
upward prolongations by tho sympathetic and tho spinal coi-d into the 
cerebral centres. Tho separate threads of this communication are, in tho 
lower parts of their course, placed widely apart; but they approach in tho 
spinal cord ; and in the floor of tho fouith ventricle they are collected into 
a close bundle before their final dispersion into the cerebral hemi¬ 
spheres. 

An irritation applied to any part of this nervous communication may 
cause temporary glycosuria; and in the floor of the fourth ventricle, even 
the xmucture of a needle, if it be made exactly at tho right spot (midway 

* That a trace of sugar exists in normal blood (even in flesh-fed animals) 
seems to be now generally admitted, Bernard, who originally thought this 
was consumed in the lungs, now believes with other physiologists, tliat it is 
utilised in the nutrition of the tissues and especially of the muscles. 

+ See SchiflT, loo. cit. p. 92. See also a paper by the same author, Jouin. 
de I’Anat. et de Phys.' t. iii. 369. Schifl' states that cutting the sciatic 
nerve, and even the nerves of the anterior extremity, causes a slightly dialretio 
state in rabbits. 

It 


0 
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between the origins of the nnilitory neiTcs), is snfBcicnt. Tlie difficulty of 
exactly hitting this siwt renders the operation somewhat unceitain, except 
on condition of injuring the surrounding parts extensively; and Schiff 
found it preferable to pass in a needle and destroy the whole thickness of 
the cord at the jwint of origin of the brachial nerves. This oiieration never 
foils to produce temporary glycosuria. In warm-blooded aninutls the urine 
continues saccharine for a few houis ; in frogs about four days. Schiff 
gives good re^ns to believe tlrat gij'cosuria so produced is caused by an 
active congestion of the liver. 

The penmneori diabetes, with which practitioners are familiar in the 
human subject, appears, on the contrary, to be paralytic in its nature, and 
to be due to a pimve congestion of the liver from loss of contractility in 
the circular fibres of the hepatic vcssebi. Schiif succeeded in inducing, in 
rats, a permanent diabetes which may j)e looked on as the true coun¬ 
terpart of the idiopatliic disease in man. This was accomplished by 
operating on the spinal cord at a lower point. Ho jwased a strong needle 
into the spinal cord (with the least possible injury to the surrounding 
parts) and destroyed it, opjKssito the second dorsal vertebra. Bats oporateil 
on in this way, lived, provided their temperature was artificially sustained, 
for seventeen and even twenty days, and continued diabetic to the end. 
Babbits sometimes out-lived this operation nine days, and continued dia¬ 
betic to the last day. Aniniids higher in t]>o sede thiui rodents do not 
survive this operation. 

Temporary glycosuria has also been induced by impeding rc.spiration 
(Pavy); by poisoning with stiychnia and woorali; by tlirusting noodle.s 
into the liver (Schiif); ))y chloiofom and ether inhalations in warfn- 
bloodcd animals; in frogs, by tying the afferent veins of the kidneys so as 
to increase the flow of blood through the liver (Schiff); by injecting 
stimulants into the hepatic vems (Harley). 

Dr. Pavy has recently found that strongly pronounced glycosuria is 
produced in dogs by injecting arterial blood into the portal vcirr. This, he 
thirrks, “ affords an explanation of the glycosmia which follows Bernard’s 
pnnctnra of the fourth ventricle and the various lesions of the sympathetic. 
Without any new agent being called in, sufficient is jircscnted in the state 
of the blood to account for the prodrretion of sugar that ocerrrs. By a 
vaso-motor paralysis afl'ectuig the vessels of the chylo-pioietic viscera the 
blood will r-cach the portal system without having become dcartcrialized 
irr its natrrral way; and in this state'it has been shown to ixrssess the. 
propierty of lujting'within the liver irr such a manner as to determine the 
production of glycosuria (Proc. Boy. Soc. Juno 17, 1875). 

It should also bo mentioned that the introduction of large quantities of 
srrgar and starch by the digestive organs occasions glycosuria,—showing 
that the assimUatirig power of the liver over these alimerrts is irot un¬ 
limited. Inuline (which replaces starch in the composite) irrdnees slight 
glycosirria, even when partaken of in comparatively small quantity 
(Schiff). 

Bea^g these physiological data in mind, we shall not find any difficrrlty 
.in explairriug the circumstances rmder which temporary glycosuria occurs 
in the human subject in cormectrori with various injuries, and diseases; 
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and we obtain some dim insight into tlio true pathology of clinical 
diabetes. 

It must bo remcniberetl, in seorching for sugar in the urine of persons 
who present the alleged conditions of glycosuria, that the search will be in 
vain if there bo great disturbance of tho general system, and especially if, 
there be fever ; for the amyloid substance speedily disappears from 13io 
liver under these circumstances, and consequently no sugar con appear in 
the urine, however perfectly rfl the other conditions for its occurrenoo 
exist. This is doubtless the reason of tho nuiny contradictory results of 
bed-side observations on the occurrence of saccharine urine. I have re¬ 
peatedly examined the urine of patients with obstruction in the chest 
(emphysema, &c.) in whom there existed great hyperoomia of the liver, 
without finding sugar : but it nearly always hapiicns in such casi-s that 
tire general weli-boing of the {mtient is deeply affected, or, that there is 
positive pyrexia. We ought to find soeeharine urine most constantly, 
after paroxysms of whooping cough and sjrasmodic asthma, in the early 
stages of tetanus, after chloroform-inhalation by healthy persons, soon 
after injuries involving the nervous contnrs or the liver, and in apoplectic 
seizures. 

Although we appear to bo approaching an exact knowledge of the iratho- 
genetic elements of glycosuria, it is yet marrifestly imirossible, in tho 
present state of science, to frame a compivheirsive and clear theory of dia- * 
betes. It would seem highly probable that diabetes consists proximately 
irr some disturbance of tho destiny and fimction of the amyloid substance 
of the liver. But this distm’bancc may be due originally to disease far 
away from the liver itsrif, in sorrre pirrt of the nervorrs circle which controls 
tlris function. Occasionally, as in traumatic eases, it is possible to place 
tho finger on the primary lesion ; but far the fattnreuse majority of cases wo 
are left irr a sea of conjectrrro. Further researches conducted far tho light 
of past and future physiological discoveries, can alone redirce these con- 
jcctui'es to order and certainty. 


DIAGNOSIS AND PEOGNOSIS. 

The diagnosis of diabetes is generally a very simple matter, 
when attention is once directed to the urine—the existence of 
sugar in the urine, and diuresis being the only points to bo 
ascertained. The means of detecting sugar and of estimating 
its quantity have already been fully considered. (See pp. 181 
and 190.) 

Care must be taken, however, not to conclude too rashly 
that this formidable disease exists, from the mere finding of 
sugar in the urine. It has just been shown that the urine 
becomes temporarily saccharine under certain conditions 
quite apart from genuine diabetes. Before the existence of 
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diabetes can. be deduced, it must be ascertained that there is a 
considerable quantity, and not a mere trace, of sugar in the 
urine; secondly, and especially, that its appearance is not tem¬ 
porary, but persistent; and thirdly, that there is a less or 
greater increase in the volume of the urine. 

A more recondite diagnosis than this, is at present rarely 
possible : but it is to be hoped, that the time is not very far 
distant, when we shall be able to indicate the seat of the initial 
lesion in each case, and to refer it to a cephalic, spinal, sympa¬ 
thetic, hepatic or other category, as the symptoms or previous 
history may point out. 

Prognosis .—The general prognosis is highly unfavourable : 
the large majority of the cases terminate fatally. A not in¬ 
considerable number, however, recover completely; and many 
more attain to a state of conditional amelioration—that is, an 
amelioration which is conditional on the observance of a certain 
diet and regimen. 

The special prognosis depends on a variety of circumstances, 
of which the following ai'c the more important. The younger 
the patient the less hope of ultimate recovery. All the cases 
under twenty, which I havq seen, have eventually succumbed. 
In persons advanced in years, the appearance and persistence of 
saccharine mine is a far less serious affair : it may continue 
for many years in oscillating degree with fair preservation of 
health. It is a curious circumstance that diabetes in corpulent' 
persons is very markedly less formidable than in those of spare 
habit. Saccharine urine without diuresis is far less serious 
than when the urine is abundant. Ccsteris paribus, the longer 
the disease has existed, the more unfavourable the prognosis; 
mteris paribus, also, the greater the general severity of the 
symptoms, the less is the hope of amendment. The ascer¬ 
tained^ cause of the disease also affects the prognosis. Cases 
which’can be traced to mental anxiety and traumatic lesions 
appear to be somewhat more hopeful than those for which* no , 
tangible cause can be assigned. 

The presence of albumen in the urine, of thoracic or in¬ 
testinal complications, are fatal signs. The existence of per¬ 
manent amblyopia, or cataract, is a very unfavourable indica¬ 
tion. Such cases generally terminate fatally within six or 
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twelve months, and, so far as is now known, always eventually ; 
that is, they are essentially incurable cases, though some of 
them survive many years. 

The results of treatment furnish important data for esti¬ 
mating the gravity of the prognosis. A very favourable cir¬ 
cumstance is the disappearance of sugar from the urine when 
saccharine and starchy matters arc withdrawn, from the diet. 
Even great diminution without total disappearance of sugar is 
a hopeful sign. On tlie other hand, the persistence of sugar 
in quantity on a purely animal diet is a sign that the disease 
is confirmed and far advanced. A moist jaTspirablc skin, a 
fair apiietitc, a stationary condition, are all liivourable signs. 

It must bo remembered, tliat when, by treatment, the 
disease has boon brought apparently to a stand-still, a diabetic 
patient still holds his life by a very frail tenure. To use the 
expression of Dr. Front, persons with confirmed diabetes 
though apparently in fair health, live iis it were on the brink 
of a preoipice. A little undue exirosurc to wet or cold, an 
unusual bodily exertion—trifles to the healthy—may excite 
inflammatory complications which prove rapidly fatal. 


TEEATMENT. 

The seat and nature of the primary lesion is, ns we have seen, 
nearly always concealed ; and we know almost nothing of what 
may be called a radical treatment of diabetes. But the more 
prominent symptoms—thirst, inordinate appetite, emaciation, 
and the copious diuresis, are unquestionably dependent, in 
great part, on the accumulation of sugar in the blood, and the 
imperious necessity for its removal. A elear indication for 
treatment, therefore, is to diminish this accumulation. In our 
ignorance of any direct means of checking the formation of 
sugar in the body, we resort to the indirect method of with¬ 
drawing sugar and amylaceous substances (which are easily 
converted into sugar in the^m® vi<E) from the dietary. We 
endeavour farther to combat any existing disorders of the skin, 
stomach, bowels, and other internal organs, and to allay certain 
troublesome symptoms whieh arise in the course of the disease. 
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By meam of a regulated diet, clothing, and habits of life, in- 
vduable help can be rendered to diabetic patients: sometimes 
so as to open the way to perfect recoveiy : often, nay generally, 
so as to relicTO suffering and prolong life. 

DM .—The plan to be pursued is to withdraw as completely 
as possible, but not too suddenly, aU saccharine and amylaceous 
articles—the chief of which are bread and potatoes—from the 
diet, and to replace them by appropriate substitutes from the 
vegetable kingdom, and by animal food. 

It is well known that human life can be sustained in perfect 
vigour on a purely animal diet. The inhabitants of the arctic 
regions subsist exclusively on the flesh and blubber of seals, 
fish, and such produce of the chase as the climate affords. 
The flir-hunters of British America exist for many successive 
months, leading a life of great muscular activity, on a flesh 
diet alone. But in our more settled communities the use of 
bread and potatoes is almost a second nature, and deprivation 
of them is, to the great majority of individuals, an almost un¬ 
endurable hardship. To obviate this difficulty several substi¬ 
tutes for bread have been contrived which are of very great 
value in the management of diabetes.* 

In the choice of substances from the animal kingdom, the 
only doubtful or forbidden articles are milk, honey, and liver. 
Butcher’s meat, cheese, butter, fat and oil, jjoultry, game, eggs, 
fish,*may be used freely in any form. Broths, sonp^ and jellies 
(prepared without meal or sugar) are also permissible ad libir 
turn. Milk, which contains considerable proportions of a sac¬ 
charine substance, should, as far as possible, be replaced by 
cream. Milk, however, is much less deleterious to a diabetic 
patient than might have been supposed. In a girl with con¬ 
firmed diabetes I made the following trial of the effect of milk. 


* Prof. Civntani, of Niellos, advocates a wore extreme dogi-ee of non-saccliarino 
and nou-amylaceous diet tlian any xirevious writer. He gives his patients 
alwolutely nothing but flesh and fish—forbidding even eggs, green vegetables 
and milk. In the w!vy of beverages he forbids all wines, beer, tea, and 
coffee, and allmrs only simple water or water with a slight admixtnre of recti¬ 
fied spirit, or lactic acid. He claims for tliis rigorous treatment much more 
complete success than Ims hitherto been attained by the restricted diet as 
ordimirily prescribed. His exiiorience, however, is limited to five cases. 
11 Morgagni, 1870. 
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For four weeks she was fed on animal flesh and bran cakes; 
during the succeeding four weeks three pinteof milk daily 
were added to this diet; and for three weeks subsequently, the 
milk was withdrawn. The annexed table shows the exact 
results of the treatment. 


1 

i 

Average doily 
finantity of 
urine. 

Average ijuantity 
of sn^r 
daily excreted. 

Incrensi! of 
weight. 

[ Meat diet, and bran) 

I uakes; for four weeks ) 

55 os. 

897 grains. 

5 lb.s. 

! Meat diet, bran eakes, 1 
! and three pints of> 
milk ; for four weeks. ) 

1 

49 os. 

1260 grains. 

5 lbs. 

[ Meat diet, gluten bread, \ 

\ and cabbage ; for [ 
tlu'co weeks . . | 

41 os. 

1020 gmins. 

7 lbs. 1 

i 


The patient continued to gain weight and to improve in her 
general condition under the use of milk, although the density 
of the urine and the excretion of sugar somewhat increased. 
A limited supply of milk may therefore be allowed. 

Liver, as found in the butchers’ shops, contains a considerable 
quantity of sugar; it also contains amyloid substance, which 
is changed into sugar by the saliva and pancreatic juice. Liver 
is therefore to be avoided by diabetic patients. The edible 
mollusks—oysters, cockles, mussels, &c.—are also improper, on 
account of the large quantity of amyloid substance contained 
in their enormous livers. For the same reason, the “ pudding” 
of crabs and lobsters is objectionable. 

The prohibited articles among vegetables are much more 
numerous and important, and the substitutes less perfect and 
more difficult to find. 

The oldest substitute for bread is the “ bran cake.” The 
husk or bran of wheat consists of lignin and an albuminoid 
substance, and is quite devoid of starch. When this is washed 
and ground it may be made up into a rude imitation of bread 
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with butter and eggs, and constitutes a valuable addition to 
the diet of a diabetic patient.* 

Another important substitute is Bouchardat’s gluten 
bread.” This is prepared by washing out , the starch from 
wheatcn flour, and working up the remaining gluten into 
loaves and cakes. This bread is manufactured on a large 
scale in France, with the aid of powerful machinery for in¬ 
flating the dough with compressed air, or carbonic acid gas. 
It forms a light and elegant, and by no means unpalatable 
bread. Gluten is also ground down into a meal, and may be 

• The test foiniula for hran cakes is the foUowiiig, sui)i)Ued by Dr. 
Camplin :— 

“ FantivJa for Bran Oahes .—Take a sufficient quantity (say a quart) of 
■wheat bran, boil it in two snocesaivc watcre for a quarter of an hour, each 
time straining it through a sieve, then wash it well with cold water (on the 
sieve), until tlie water runs off jierfectly clear ; squeeze the bran in a cloth as 
dry as you can, then spread it thinly on a dish, and place it in a slow oven ; if 
put in at night let it remain until the morning, when, if perfectly dry and 
crisp, it will be fit for grinding. The bran thus jireitared must l>o giuund in 
a fine mill and sifted through a 'U'ire sieve of such fineness as to require the 
use of a brush to pass it through ; tliat which remains in the sieve must lie 
ground again until it liceomes quite soft and fine. Take of this bran powder 
'i oz. (some patients use 4 oz.), the other ingredients as follows, throe new-hud 
2 desired) of butter, and about half a pint of milk, mix 
the eggs with a little of the milk, and warm the butter with the other portion; 
then stir the whole well together, adding a little nutmeg and ginger, or any 
other agreeable spice. Bake in snuU] tins (xmtUpans), which must be well 
buttered, in a rather quick oven for about liiif an hour. The cakes, when 
baked, should bo a little thicker than a captain's biscuit; they may be eaten 
witli meat or cheese for breakfast, dinner, and supper; at tea they require 
rather a free ^illowance of butter, or may Iw eaten with curd or any of the 
soft cheeses. 

“It is imi)ortant that the above directions as to uathing and drying the 
bran should lie exactly followed, in order that it may bo freed from starch, 
and rendered more friable. Mr. White, of Holbom, who made my mill, and 
■was subsequently employed by others, attempted to grind the bran for them, 
and failed, from not washing and drying the bran, which, in its common state,,^ 
is soft, and not easily reducible to fine xiowder. In some seasons of the year, 
or if the cake has not been well prepared, it changes more rapidly than is con¬ 
venient. This may be prevented by placing the cake before the fire for five or 
ten minutes every day.”—(Camplin on Diabetes—Appendix.) These cakes 
may be had from Blatchley, 362, Oxford Street, London. The mills for grind¬ 
ing the liron are made by Qallop, 119, Cbeupsidc. 

A diabetic patient of mine says the cakes are much improved by using seven 
instead of three eggs. The addition of a teaspoonfnl of bicarbonate of soda is 
also an imiirovement. 
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used for thickening broths and making puddings.* Those 
preparations are not quite free from starch ; all the samples 
examined by me showed an intense blue coloration with 
iodine. 

By far the most palatable form of gluten bread is that 
prepared by Mr. Bonthron, of 106, Regent Street, London. 
He sends it out in the form of small buns, which eat crisp, 
and keep about a fortnight. Those of them that I have tested 
were nearly free from starch. 

Dr. Pavy has recently introduced nisks and biscuits pre¬ 
pared from the starchless meal of the sweet, almond.f These 
are more expensive than the foregoing; but I have found that 
patients relished them as a change. 

None of these substitutes are as i)alatablc as ordinaiy 
bread: but they are of great service; and may be used 
one after the other, as the patient’s inclination may direct. 
When none of these can be had, or when the patient refuses 
all three, as is sometimes the case, recourse may be had to 
“ torrefied ” bread. Thin slices of ordinaiy bread arc toasted 
before the fire until they arc deeply and thoroughly browned 
—almost blackened. The starch and gluten arc in great part 
destroyed by the heat, but the hungering diabetic relishes 
greatly the charred remnants when well buttered and eaten 
with other articles. 

Rice, tapioca, sago, semola, maccaroni, and vermicelli, all 
contain great abundance of starch, and arc therefore inadmis¬ 
sible. Apples, pears, goosebenies, cun-ants, plums, oranges, 
and all sweet fruits, are likewise pernicious from the quantity 
of sugar which they contain. 

In place of potatoes, turnips, carrots, parsnips, beans, and 
peas—all of which contain starch or sugar—substitutes may 
be found in green vegetables—cabbage, endive, spinach, broc¬ 
coli, Brussels sprouts, lettuce, spring onions, watercress, mus¬ 
tard and garden cress, and celery. 

* G-luten bread and other gluten preparations made after Bouchnrdat’s 
iormiUa, are enpplied by Van Abbott and Co., Howford Buildings, Fcnchureli 
Street, London, They may also be had of Jewsbury and Brown, Market 
Street, Manchester. 

t Almond rusks and biscuits are supplied by Hill, Bisliopsgate Street, 
London. 
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There does not seem to be any real advantage in forcibly 
curtailing, beyond a moderate degree, the fluids taken by 
diabetic patients. The volume of the urine and the separation 
of sugar may be temporarily reduced by this means, but 
the general distress increases, owing to the more intense 
impregnation of the blood with sugar. Prout recommends 
that all fluids be given in a tepid state, as they thus allay the 
craving for liquids more efl'ectually than when taken cold. 

In the way of beverages, tea and colfee (without sugar') 
may be used. Chocolate made with gluten meal, and soda 
water, may also be used. The free use of wine and spirits, 
which is especially recommended by Bouchardat as a part of 
the diabetic regimen, is of more than doubtful propriety. 
Exact observations do not support Bouchardat’s views, which 
are based on theoretical grounds. Griesinger found that 
.the use of red wine, to the extent of a bottle and a half or 
tw'o bottles per day, strengthened with two ounces of rectified 
spirit, increased considerably both the quantity of urine and 
the excretion of sugar. In a second observation by the same 
author, the use of alcoholic drinks caused, in addition to the 
above efiects, a copious diaphoresis of saccharine sweat. The 
observations of Garrod, Camplin, Rosenstein, Siemssen, and 
Heller, are also unfavourable to the free use of beer, wine, 
and spirits. They should therefore be used sparingly. The 
best are those which are most free from sugar, namely, dry 
sherry, claret, bitter ale, brandy, and whiskey. Those to be 
avoided are port, sweet and cftervescent wines, sweet ales, 
porter, mm, and gin. 

The use of acid drinks, and especially dilate phosphoric 
acid, has been highly spoken of in some quarters. Griesinger 
reports unfavourably of their effects. He pushed dilute phos¬ 
phoric acid to the extent of an ounde daily. At first, and under 
the smaller doses, the patient seemed to do very well; but 
after ten days, and with the full quantity, the volume of the 
urine and the proportion of sugar slightly increased, and the 
general state of the patient grew worse. I have frequently 
employed bitartrate of potash water for the purpose of allaying 
thirst, with good effect. 

The patient should be clad from head to foot in flannel, in 
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order to encourage the action of the skin, and defend the 
patient from the chilly sensations so common in this com¬ 
plaint. A warm bath once or twice a week is also very 
grateful to the patient, and abates the harsh, arid condition of 
the skin. 

The results obtained from the dietetic treatment differ a 
good deal, according to the intensity of tlie disease, and the 
length of time it has existed. The following records illus¬ 
trate the vaiying degrees of amendment which may bo antici¬ 
pated in confirmed cases. In the first two cases the patients 
were permanently cured. The third and fourth cases were 
inveterate, and, strictly speaking, incurable; in these the 
quantity of the urine was restored (temporarily at least) 
almost to its natural limits, and the patients gained fiesh and 
strength in a very remarkable degree: sugar, however, still 
persisted in the urine, and any deviation from the prescribed, 
regimen was sufficient to re-awakon the diabetic symptoms in 
full intensity. In the fifth ease, not much more than a tem- 
poraiy arrest of the downward course was attained, and this 
was speedily followed by a resumption of the untoward march 
to a fatal termination. 


Case 1.—C. K., ast. 39, of a cori>ulent liabit, came under my care in 
October, 1861. The m’iiio amouiiti'd io eight pints a day; specific gravity 
1040; it contained a large quantity of sugar. He had lost much weight, 
hut was still in full flesh. The ordinary symptoms of diabetes wore pre¬ 
sent in moderate intensity. C. K. had been dyspeptic for about fourteen 
years, though his habits had been, in every respect temperate. He under¬ 
went the operation of lithotomy when a child. For the last two years, he 
had perceived that ho gradually lost flesh, had an unusual thirst and 
frequent desire to pass water. During this period, he hod to got up three 
or four times each night to empty the bladder. Latterly the ankles had 
begun to swell. Most of the teeth were carious, and the gums loose and 
spongy. For two months the jratient was treated as an outpatient of the 
Koyal Infirmary, and enjoined to avoid saccharine and amylaceous articles 
of food. It was found that the treatnrent was carried out very incfliciently; 
he was therefore admitted as an irr-patient on December 4th, 1861. 

For a week,' he was abandoned to the ordinary mixed diet of the hosjiital.,. 
During this week he voided daily on art average 160 onrtees of urine; 
specific gravity, 1086—1040 ; inerm daily excretion of sugar, 6680 grains. 
Ho was then put on a diet of animal substances, with calrbage and bran 
cakes. In the week succeeding tiro change of diet, the mean daily dis¬ 
charge of urine fell to 60 ounces ; specific gravity, 1022—1026. The 
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sugar fell on the thinl day to 134 grains, on the foui-th to 116 grains, and 
at the end of the week to 48 grains. In the second week the urine fell to 
ifc natural volume and density, and tlie sugar was reduced to a mere trace. 
This trace iiorsistcd for six weeks, when it suddenly disappeared.. The 
XMitient gained weight at the rate of three pounds a vi’eek. He was then 
made an out-patient, and directed to continue the restricted diet. 

A trace of sugiir reappeared and disappeared, from time to time, for 
several months, hut cca.sed altogether in about eight months. He gradu¬ 
ally resumed the moderate use of ordinary breads and came to show himself 
at intervals. I sar^ him last in February, 1865. The urine was fpnnd 
perfectly free from sugar, and the general health and embonpoint were 
completely restored. 

Case 2.—T. II., a veiy stout, florid-complexioncd man, 34 years of age, 
who weighed, when in health, over sixteen stone, came under my care 
September 19tb, 1864. He stated that in the previous July, when the 
weather was very sultiy, he perspired very finely, and drank large quan¬ 
tities of cold effervescing beverages. 

From this period, a violent thirst and frequent desire to void large 
quantities of urine, tormented him. He lost weight to the extent of 
about 401b. ; he was voraciously hungry, and his strength gradually 
declined. ' 

When first seen by me, the daily dischaige of nrino amounted to eight 
pints; specific gravity, 1048 ; sugar, 7540 grains per day. The general 
symptoms were mild, llie tongue and skin were moist, the teeth sound, 
the gums only slightly sjiongy. Ho complained of incessant thirst, in¬ 
ordinate appetite, pain in the back, and feebleness. 

He was put on a restricted diet on September 22nd, and observed the 
directions given to him with the most praiseworthy rtiictness. He was 
allowed bran cakes, butter, fresh meat, eggs, cabbage, tea and coffee 
sweetened with glyceiine ad lUntmn. He was cut off from potatoes at 
once, and, after two days, likewise from ordinary bread, and limited 
entirely to the articles above enumerated. A warm bath was administered 
every evening, and a pill containing half a girun of opium and one grain of 
sulphate of iron was given three times a day. 

On the thinl day great improvement had taken place. The urine was 
reduced to 50 ounces ; siieciiic gravity, 1028 ; sugar, 210 grains. 

For two days the patient’s condition remained in every respect stationary ; 
but on September 28th he did not feel so well. The urine had Mien 
to 20 ounces, and the sugar to a very small quantity; the pulse was 98, 
tongue furred, and a degree of pyiexia prevailed. He sweated profusely 
after the baths ; and some htemonhoids, to which he was subject, became 
very painful, the bowels being confined. 

^ This disturbance was attributed partly to the somewhat too sudden 
revolution in the diet, and partly to the constipating effects of the pills. 

On September 29th the pills were withdrawn, the baths were adminis¬ 
tered every other evening, instead of daily, a little ordinary bread was 
allowed, a dose of castor oil administered, and the patient directed to keep 
his bed. 
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In a fow days this disturbance subsided, and the restricted diet was 
again rigidly enforced, llapid amendment set in; the uriiie returned to 
its natural quantity and den.sity; the sugar gradually diminished, and ta 
October 17th it had entirely di.sappeared from tlie urine. 

The restricted diet was adhered to for another fortnight, and then a 
gradual return to the use of ordinary bread was ixtnnitted, the urine being 
carefully examined for sugar from time to time, but none found. 

At the beginning of 1866, tho bran calces were discontinued ; ordinary 
brcml was allowed freely, Wid a small portion of jKJtatoes. At the cud of 
January, all restrictions on the diet wore withdrawn. The patient had 
now reached almost his original weight of 16 stone, and felt himself in 
every respect perfectly well. He was last seen on July 25th, 1865. Tho 
urine was found perfectly free from sugar. 


In the first of these instances, a confirmed but mild case of 
diabetes, of two years’ standing, was perfectly and penna- 
nently cured by the dietetic treatment in about eight months. 
In the second instance, diabetes of three months’ standing was 
completely cured in less than a month. Recoveries so com¬ 
plete as these arc, unfortunately, rare. The two following are 
examples of the mtditioml amelioration, which may bo com¬ 
monly attained, even in severe cases;— 

Case 3. — E. H., a well-grown girl of sixteen, a factory hand, had been 
diabetic for three years. She was admitted into tho Manchester Infir¬ 
mary, March 26th, 1860. 

The disease was uncomplicated, and exhibited in great severity the out¬ 
ward signs of diabetes in an advanced stage. There was a hesrsh dry skin ; 
a tongue like a piece of broiled ham, and deeply furrowed ; alalominal 
pains, constant drowsiness, consuming thirst, gross appetite, diy .scurfy 
skin, and great emaciation. 

For a fortnight after admission, she was put on the common diet of»the 
hospital, which includes a liberal allowance of meat, potatoes, and bread. 
The state of the urine, during tho last six days of this fortnight, was as 
follows :—Mean daily dischoi-ge, 210 ounces; mean daily excretion of 
sugar, 10,400 grains; average density, 1042. Her weight was 80 lbs. 

The diet was then changed. Milk and all vegetable compounds were 
withdrawn : instead, she was allowed an unlimited supply of egg.s, fresh 
meat, and beef-tea. The patient did not, however, observe my directions 
strictly, but obtained, and suiTeptitiously consumed, certain quantities of 
oranges, sugar, and treacle-toffy. Nevertheless, a remarkable improve¬ 
ment in her condition took place. At the end of eleven days, the mean 
re^rlts since the change of diet were :—Daily discharge of urine, 70 ounces; 
sugar, 1860 grains ; average density, 1084. Weight, 81 Ihs. The general 
health was also much ameliorated; the skin was softer, the tongue less 
fiery, the thirst and appetite allayed. 

On April 21st, bran cakes were added to the animal diet, and greatly 
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relished hy the patient. From this date to May leth—n period of 2fi 
days—^no further change was made. The results are sliown in tlie follow¬ 
ing table. I have divided the ])criod hito weeks, for the purpose of dis¬ 
playing the gradual jirogivss :— 


First week 

Avemge daily 
Oiiariiity of 
niitac 
Oimees. 

54 

Range of 
density. , 

1025—1083 

Srrgar 
each day. 

. Oraitis. 
1160 

Weight. 

lbs. 

81 

Second week 

67 

1021—1031 

970 

84 

Third week 

61 

1022—1035 

870 

85 

Fourth week 

49 

1019—1035 

690 

86 

Errtire jrcriod 

66 

1019—1035 

897 



"With this increase of weiglit, her general condition had impi-oved ; the 
tongue had bciconie pale and moist, but it .was still mapiied on the surface, 
and unnatuiuUy smooth. 

On the 16th of May, milk was added to tlie previous diet: the results 
ai'c given in a preceding laige (sec p. 249). On .Tune 12th, milk was again 
■ withdi-awn, and gluten brood substituted for lu'ivn cakes. Cabbage was 
also allowed with dinner, Tlie How of .mine on this diet averaged 41 oz., 
ami the sugiu-1020 greins iier day. The body-weight went on increasing 
to 98 lbs. Her g(‘neral condition was now, at the end of eleven weeks of 
treatment, such, that an unpi-ofcssional iioraon would have pronounced her 
cured. The outward .signs of diabetes had disapiwarcd; the skin was 
restored to its natund softness ; the tliirat and apiietite were, no longer 
inordinate ; the How of urine was reduced within the noiinal compass. 
Th(! ]).aticut had gjiincd 18 lbs. in weight; she slept soundly, luul neither 
pain nor ache ; her strength was .so far restored, that she was able iictively 
to assist the nurses in the work of th<‘ wards. She came from a distimt 
town, and her history after leaviirg the iufinn.ary is unknown to me. 

Case 4.—W. A., a factory hand, set. 30, was admitted as an out-patient, 
jOctober 12th, 18.59. He preserrUd the trsual apirearance of dialretia in 
ftrll ca*ver. The disease was irncornplicated, aird had existed aborrt a year. 
The quarrtity of rrrirte varied from 10 to 16 junta <laily, and its derrsity 
averitged 1044. Tire jKiticrrt was directed to oUsetTc a r'cstricted diet; and 
a pill containing a grain of ojiiunt, with a quarter of a gruiir of snljilrate of 
iron, and half a gr-ain of qttinirie, was ordered three tirrres a day. This 
treatment was eontirrued—the doses of opirmt being grarlually increased— 
for seven rrronths. A marked irrrjtrovement took jrlace ; the diabetic cyinp- 
tonrs abated considerably ; the tongue became, moist; the rtriite fell to five 
and six jriuts daily, with a sjiecific gravity of 1040. The sugar averaged 
4400 groins. He gained strength and some weight, and was able to 
resume his occnisition for a tirrre. As his corrdition appeai'ed stationary, 
he was made an in-patient on May 8tlr, 1860. On his odrtrission, all 
medicirrea were discontinued, and the patient was allowed the mixed diet 
of the house. Tire effect of tlris chauge was a sudden re-appearance of all 
the untoward syrnptowrs, with a sense of great debility, arrd an aliwming 
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cough. The condition of the urine was os follows;—Doily disehnvgo of 
urine, 206 oz. ; sugar, 7400 grains; average density, 1042. Three days of 
tliis freedom from tivatnient liaddc^reed him to keep his bed. 

1 now gradually withdrew all amylaceous substances, and substituted 
meat, flsli, eggs, :md beef-tea. lie was also allowed eight ounces of brandy 
daily. After th<! ehange was completed, the dint was alisolutely devoid of 
starch and sugar. Under this diet, the urine altered greatly for the better. 
During the first week of tlie restricted diet, the daily disehai-ge of urine 
wa.S'61 oz. ; daily exendiou of sugar, 928 grains; average density, 1032. 
The general symptoms also imjiroved, but not in jaojKniion to tlie, amelio¬ 
ration in the condition of the urine. 

A second week of the same treatmc'nt brought down the urine to—dsiily 
discliarge, 60 oz. ; daily excretion of sugar, 658 grains; iivenig(! density, 
1028. 

I was now met with the difile.ulty which so many have encountered in 
inirsuing this treatment; namely, a total failure of tlie appetite, and -coii- 
se(|uent alarming de])ression of all the vital jiowers. To obviate tlii'sc 
untoward events, the patient was allowed bran bretul and the free use of 
green vegetables-^cabbage, lettuce, anti watcituesscs. A grain of opium 
was also given tSircc times a day. The diet was therefore still starcldeaa; 
and almost enthidy devoid of sugar. Decided amenilmeiit. followed this 
change, and in a few days the retui-ning strength and chtterfulness.kejit 
pace with the improved apjietito and increasing weight. 

During the remainder of his stay in the infirmary, a jieriotl of two 
months, no further chaiige of imiiortancc was made in tint diet or medi¬ 
cine. The patient’s weight on atlmission was 97 lbs. ; but it rapidly sank 
in the. firat few day.s, and at the end of three wex-ks it was only 91 lbs. 
From this time onwarel, however, the weight began to increase, and it 
went up gradually to 105 lbs.,- which point it had reached the week of his 
discharge. 

The state of the uiinc for the last two months was I'cmarkably constant. 
The daily discharge, varied from 40 to 60 oz. ; the daily c.xcreUou of .sugiu', 
from 800 to lOOO grams ; the average dcn.sity, from 1030 to 1038. 

The excretion of sugar ruled higher than when the diet was (jxclusiveljr 
tmimal. This I attributed to the improved apjastite, whic-h enabled the 
patient to take more, nourislmicut, rather than to any untoward influence 
exercised by the green vegetables. ' 

I might greatly multiply examples of this class ; but it will 
be more useftil, to illustrate the less fortunate results for which 
the practitioner ^nust also be prepared. 


Case 6 . —K B., a niece of the patient C. B., who made so good a reco¬ 
very, was admitted into the Boyal Infirmary in Decemher, 1862. She luid 
been diabetic for 16 months ; and suffered from excessive, thirst, voracious 
appetite, and gi-eat emaciation. The tongue was glazed, skin Jiarsh and 
dry. There was no complication.- The urine amounted to 15 pints a day, 
and contained over 10,000 grains of sngar, when she lived on a mixed diet. 
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She reinahiod in hosiiitsil twf> months ; and was gi^adually limited to a . 
diet of animal llesh, witli egppj, eahbage, ivnd bwn bread. 0i» this diet sho 
slowly gained three jxmmls in weight, anjl imjireved sensibly in her 
general health. The mine, however, never fell below five i>ints ; msunlly 
it oseilhited between sevi'ii and eight Jiints, with a sisadlic gravity ranging 
from 1030 to 1040, and a daily excretion of sugar of 4450 to 7420 grains. 

After leaving the Inlinimry, she speedily iidaiwed, gradually grew worse, 
and dii’d in March, 1S63, in tlic Witliington Workhouse. 

Much discredit has been thrown on the dietetic treatment, 
by a slovenly and Incomplete manner of carrying it out. It re¬ 
quires most vigilant watching to keep guard against the admis¬ 
sion of forbidden articles. The patient’s own craving for them 
is often t6o much for his resolution, and most artful deceits are 
I)ractised on the medical attendant. This is especially the case 
at the beginning of the treatment. After awhile, the patient 
iwrceives from liis own experience, the importance of abstain¬ 
ing, and tlie desire for the forbidden articles diminishes very 
notably after the lapse of some weeks. Amylaceous compounds, 
too, arc often unwittingly administered by the attendants. 
Starchy matter is never absent from the cook’s hand ; it enters, 
in one guise or other, into almost every dish. 

Then there arises the other difficulty—the rejection by the 
stomach of the restricted diet. This difficulty is perhaps made 
too much of A skilful selection and frequent change of 
articles of diet, usually suffices to reconcile the digestive 
organs. The field of selection among admissible articles is so 
wide that, in private practice, the practitioner’s resources are 
almost inexhaustible. Among hospital patients, however, the 
embarrassments on this score arc very serious. 

There arc cases of such severity, that not even a temporary 
amendment can be obtained by the dietetic treatment. I have 
known more than one such instance in children under ten years 
of age, in whom the disease ran a rapid course, and proved 
fatal in a few months. There are also a certain number of 
chronic cases in which the dietetic treatment proves unsuitable, 
and hastens rather than retards the final catastrophe. These 
are for the most part long-standing cases—cases, perhaps, 
which have been benefited at a previous epoch by that treat¬ 
ment In two of my infirmary patients, who were readmitted 
to the benefits of the charity after an interval of several months. 
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a much more decided amelioration followed the dietetic treat¬ 
ment during the first period of their stay, than during the 
second. 

The sugar-forming vice of the diabetic system appears at 
first (and throughout in the milder cases) confined to saccha¬ 
rine and amylaceous articles of food; but as the disease be-. 
comes inveterate, the assimilation of the albuminous principles 
is more and more affected, until at length, these yield sugar 
almost as readily as the former. Griesinger fovffid in a case of 
this kind, on strict flesh diet, that threc-Mths of ffie albuminous 
materials re-appeared in the urine as sugar-. When matters 
have come to this pass, it is not to be wondered at, that the 
])atient no longer derives benefit from a restricted diet, which, 
he can only use sparingly, and almost with disgust, and that 
he .should, on the whole, find himself in a better position when 
abandoned to ordinary mixed fare, which he can consume in 
abundance, and with relish. Experience is imperative on this 
point. When a flesh diet, judiciously eked out by appropriate 
substitutes for bread and potatoes, fails to ameliorate the 
general condition, it should not be too obstinately persisted in 
after a fair trial. The practitioner should give way first with 
regard to bread, and hold out longest against potatoes. No 
inflexible and universal rule can Vmj laid down respecting the 
diet of diabetic individuals, under all circumstances and in all 
stages of the complaint. Cases will occur, in which the power 
to take a plentiful supply of a mixed diet, more than compen¬ 
sates for the increasing thirst and freer discharge of urine and 
sugar. I have also noted that some of the milder types of this 
disease in .which saccharine urine is unaccompanied with 
diuresis, are made worse by a too restricted diet (see appendix 
to this chapter). 

Dr. Donkin • recommends another mode of carrying out the 
animal diet treatment—namely, by putting the patient on a 
diet exclusively composed of skimmed milk, which he admi¬ 
nisters in quantities of six or eight pints daily—persevering 
rigidly with the treatment, if necessary, for ten or twelve 
weeks. I* have seen several patients who have tried this 
severe method. Few of them could tolerate it except for a few 
* Ob the Milk Ti'catment of Diabetes aud Bright’s Disease. London, 1871. 

at* 
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days—and those wlio continued longer were rapidly reduced. 
Three chronic cases I know of, in which the treatment was 
obstinately persevered with, died from exhaustion. One of 
them had been under my cai’e for a considerable period, and 
maintained a fair state of health under a moderately restricted 
diet and the use of o])ium—three months of the skimmed milk 
treatment brought the case to a fatal termination. 

Meilkinal Suhsfmicas in J>iahefes; Supplmmtniarij Means .— 
Some of these arc employed under the impression that they pos¬ 
sess a really curative power in this disease : others are resorted 
to, simply as adjuvants, to combat some particular symptom. 

The inquiries hitherto made on the supplementary means— 
medicinal and other—employed in the treatment of diabetes, 
are mostly vitiated, by an insufficient separation of their effects, 
from those of the restricted diet, which is usually conjoined 
therewith, and a want of attention to the clinical grouping of 
the cases. A number of remedies have been extravagantly 
lauded on diverse liands, and have in this way attauicd an 
ephemeral reputation ; but when tried by accurate observers, 
they have proved to bo absolutely inert. Unless the points 
just indicated are kept in view, only misleading conclusions can 
be drawn from any inquiries on this subject. It is quite pos¬ 
sible, that remedies which have proved iiowerless in inveterate 
cases, may be of real service in milder examples of a different 
type, or in the earlier stages of the disease. A complete revi¬ 
sion of the supplementary means of treating diabetes is loudly 
called for. It may be thken for granted, in the present state 
of Icnowledge, that the general basis of all treatment of diabetes 
must be the dietetic restrictions already described. Other 
means sliould be studied with a clear understanding of their 
supplementary and subordinate place. 

Opivm .—This narcotic is unquestionably of great use in the 
treatment of diabetes—^not from its direct influence on the 
course of the disease, but from its anodyne properties. If no 
restriction be placed on the diet, opium in doses of from 6 to 
20 grains a day, has always, in my experience, had the power 
of reducing the flow of urine by about ofle-half; that is to say, 
of bringing it down to five or eight pints, and this without in¬ 
creasing its density. But, notwithstanding this amelioration 
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in the state of the nrinc, the downward progi’ess of the disease 
is not aiTested ; and the effect of the drug seems attributable 
to its deadening influence on the appetite, rather than to a 
specific jiower of checking the fonnation of sugar-, Wlien opium 
was given to patients under a restricted diet, it did not in my 
hands exhibit the least power of lessoning the flow of urine 
or the excretion of sugar. Its value dejrends on its power of 
inducing sleep, and of allaying the dolorous sensations and 
irritability which constantly torment diabetic patients.* 

There is a great tolerance of opium in confirmed diabetes. 
Doses of 2, 3, and 5 gi-ains, three times a day, arc generally 
borne without the production of any ajipreciablc narcotism. 

Dr. Pavy prefers MiMa to opium. lie finds that tliis alkaloid 
yields all the good effects of the crude drug without some of its 
disadvantages. He gives it in gradually increasing doses, from 
a quarter of a grain to two grains three times a day. I cannot 
say that my experience altogether justifies this preference. 

Alkalies .—Alkaline substances h<arc been specially recom¬ 
mended by Miahle, on account of their supposed power of 
favouring the oxidation and destruction of sugar in the blood. 
These theoretical views arc now overthrown. In two of my 
patients, I made a trial of full doses of the bicarbonate of 
potash. One of them was on a mixed ordinaiy diet, and the 
disorder was far advanced. The urine was rendered alkaline 
for ten days without in any way altering the excretion of sugar, 
or the general condition. In the second case, the patient w-as 
on a restricted diet. She took for a fortnight 320 grains of 
the bicarbonate daily, in divided doses; the urine was thereby 
rendered freely alkaline. During the week preceding the 
alkaline treatment, 1160 grains of sugar were excreted daily. 

'In the first week of the alkaline treatment 970 grains a day 
were separated, and in the second w-eek 870 grains. In the 
week following the withdrawal of the alkali, the sugar amounted 
to 690. This observation tends to show tlmt the alkali had 
no appreciable influence on the excretion of sugar. I have not 
encountered any difficulty in rendering the urine alkaline in 
diabetes, as Dr. Pavy seems to have done,+ 

* See the author’s paper—^Brit. Med. Jouru., 1S(50. 

The alkaline and ammoniaeal phosphates and the carbonate of ammonia 
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Rennet and Pepsine liare been vaunted in sjich terms of con¬ 
fidence, as to raise liopcs which arc not destined to be realised. 
The most remarkable rcsnlts, obtained from rennet, arc those 
imblislicd liy Dr. .rames Gray. He states that of twenty-seven 
persons treated seven recovered. This is an example of most 
rare success, and it is to be regretted that the cases arc not re- 
jiorted with that exactitude and detail, which are desirable on 
such dcbateable ground. In all of them a rigid adherence to 
animal diet and bran bread was insisted on; and it seems 
more than probable that the amendment in each case was due 
to the restricted diet rather than to the rennet. Dr. Nelson, 
of Birmingham, extols the same temedy. His cases do not 
seem to have been severe ones ; and the diet was regulated in 
at least some of them. The reports arc much more imperfect 
than tliose of Dr. Gray. 

I gave rennet a resolute trial in one confirmed case. It was 
prepared in the manner recommended by Dr. Gray, and given 
in doses of two table-sjjoonfuls three times a day. The patient 
took it for more than two months, conjoined with a rigidly 
restricted diet. During this period he improved, and gained 
b lbs. in weight. But he was improving just as rajiidly before 
he began the rennet, and the daily excretion of sugar had not 
in the letist diminished during its use. Griesinger, in two 
cases accurately observed, found even a slight increase of sugar 
during the use of rennet. Otlier trustworthy rejjorts are 
equally unfavourable. 

Parkes * and Lcnbuscher f found pepsine useless. 

I conceived that it was W'orth a trial, whether some of the 
substances which act powerfully on the nervous system, might 
not exercise a beneficial effect in diabetes. With this view, I 
exhibited strychnia and belladonna, in gradually increasing 
doses, until their physiological effects began to be perceived. 
But not the slightest influence on the excretion of sugar could 
be discovered during their use. 

have again been tried by Basham and Pavy, and the citrate of soda by Guyot. 
See Brit. Med. Journ., 1S09, i., 323 ; and ibid., p. 590 ; and Syd. Soo. Year 
Book, 1865-6, 70 

• On the Composition of the Urine, p. 356, note, 
t Arch. f. Path. Altai., B. xviii., 110. 
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Among the mere recent remedies employed in dialwtes may 
be mentioned arsenic,* iodine, bromide of potassium,t picric 
acid, and Calabar bean. The three last I have tried and found 
useless. The evidence in favour of the two first is too slender 
to excite much hope. I have tried both peroxide of hydrogen 
and ozonic ether, only to find that the hoi)es hehi out with 
respect to them were altogether delusive. 

T have given lactic acid, as recommended by Cantani, 
reiwatedly and resolutely, without seeing the slightest advan¬ 
tage from its use. 

Independently of so-called specific remedies, there is a largb 
field for the skilful use of adjuvant means, employed simiily 
for their ordinary therapeutical effects. The obstinate con¬ 
stipation, which commonly prevails in diabetes, must be coi‘- 
rected by a regulated use of castor oil, scidlitz powders, or the 
ordinary rhubarb and magnesia mixture. Anodynes are 
called for to subdue pain, nervous cxbanstion, restlessness, and 
insomnia. Dysi.x: 2 )tic symptoms are to bo combated by alka¬ 
line tonics : and for this jiurpose I know of no better coTiibi na¬ 
tion than the bicarbonate of potash in infusion of calumba, 
with hydi'ocyanic acid. The jToverty of the blood and the 
progressive emaciation are best combated by long courses of 
iron and cod-liver oil. 1 have already spoken of a solution of 
bitartratc of potash, as the best means of directly allaying the 
thirst. When the craving for food, and sense of sinking at 
the epigastrium ai’e troublesome, a piU containing two or 
three grains of assafoctida, administered twice or thrice a-day, 
often gives most striking relief. 

Diabetic patients often reap considerable benefit from 
change of air, and a sojourn at watering-places. The Bristol 
Hotwells, Vichy, and Carlsbad waters have obtained some 
celebrity for their utility in diabetes. In milder cases, sea¬ 
bathing may be recommended in moderation in the hot season 
of the year, j: 

* BiUIetin do TUerap., xlvi., 1870, 519 ; Berlin Klin. Wochenfich., No. 12, 
1869 ; 0. ilees. Lancet, ii., 1864, 436 ; andLcnbe., Archiv Qeii., 1870, p. 602. 

+ Austin Flint, Amcr. Joum. of Med. So., 1870, 282 ; and Begliic, Edin. 
Med. Joum., xii., 487. 

i Bonchardat speaks in high terms of enforced exercise and gymnastics for 
diahctic patients. See Annuaire de Th£rap., 1865, p. 291. 
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Saccharine Trmtmmit of Diabetes. —Piony conceived the odd 
idea that the main evils of diabetes depended on the loss of 
sugar through the kidneys, and that, by compensating this loss 
by administering sugar internally, these evils could be over¬ 
come. Dr. W. Bndd, of Bristol, followed up Piony’s lead, and 
administered 5 to 8 ounces of sugar and 4 ounces of honey 
to two diabetic patients, with great benefit. Ordinary mixed 
diet (including iiotatoes) was conjoined. These results pro¬ 
voked now trials of this treatment by Dr. Burd, of Shrews- 
buiy. Dr. Sloanc,.of Leicester, Dr. Bence Jones, and Griesingcr, 
but with results so decidedly unfavourable as to leave no 
doubt of the inutility of the practice. A full resume of the 
results of the saccharine treatment of diabetes may be found 
in a paper by the author in the Brit. Med. Joiim. for November, 
ISCO. 


APPENDIX. 

Milder Tyjm of Diabetes. 

The cases brought together under this heading are some¬ 
what miscellaneous ; and they do not present those marks of 
uniformity, which arc required to constitute a homogeneous 
pathological group. They are separated from classical diabetes 
by certain broad distinctions, of clinical importance; but 
they exhibit among themselves certain disagreements which 
make it evident that they represent more than one type of 
disease. 

From ordinary or classical diabetes, these milder types arc 
distinguished by all or some of the%llowing signs Absence 
of a fixed tendency to a fatal ten®ttatioii; absence, or only 
moderate degree, of thirst, voracity, and emaciation ; slight or 
temporary increase in tlie quantity of urine ; transitory dura¬ 
tion ; amenability to treatment; slight, moderate, or inter¬ 
mittent glycosuria. 

The greater number of these cases fall within one or other 
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of the three following groups, to each of which illustrative 
examples arc appended :— 

Giioup I.—Urine persistently saccharine; density 1030 to 
1043; diuresis absent, or very moderate ; no excessive thirst 
or appetite; moderate conservation of strength and flesh; 
stationary condition. 

Case 1.—Mr. B., ii inairafa<;tmvr, ait. 45, thin, but not mnrkodly oma.- 
oiatod, able to attend to his bu.sines.s, consulted me May 14tli, IStil. His 
health had been feeble for six months. He eoni])laiued of weakne.ss, loss 
of aiijjetite, and restle.ssncs.s. The mine had never exceeded four pints, and 
usually did not exceed thii-e pints in the twenty-four hours. Tlio speei- 
men sent to me for analy.sis had a density of 1042, and eont.'uiu'd 7‘2 jwr 
cent, of sugar. There was no inoi’dinate apjadite oi- thiret ; the skin was 
moist. 'Hie i)atient had trieil a diet composed of animal flesh and gi'ccir 
vegetables, but had l«>en unable to adhere tbin-eto on acaiount of tlm total 
failure of the aiipetite. 

' During tlie hist four years 1 have seen this patient several times. Ills 
condition continues unclianged both as to the geneial health and the state 
of the urine. Ho is still a valetudinarian, but goes about his business, and 
obscives a diet, only restricted with resisict to the u.se, of |Mjtatoes. 

Case 2. —Mr. F., rot. 50, formerly engaged in business. He consulted 
me in November, 1862, and stated that he had been ailing alxmt thns! 
yeai's, sulfeiing from indigestion, lowness df S 2 )iril-, and loss of strength. 
A twelvemonth Ix'fore, sugar had been iletccted in the urine. The urine 
had not at any time exceeiled three pints in the twenty-four hours. He 
has never been troubled with thirst; the skin is msua 1 ly moist; theiv has 
liecn slight emaciation. He has triwl a ivstricted dud without any Ismelit. 

Two sjieciniens of tirine were handed to me for analysis : one on Ko- 
vcnilier 20th, 1862, and the, other on April 22nd, 1863. Tlie foniier con¬ 
tained 7'7 per cent, of sugar, and the. latt<;r (which hail a siiccilic gravity 
of 1030) 6'3 per cent. Tho daily ijuaiitity at both dates was three jiints. 
The disorder in this instance apiwars to have arisen from woriy and 
anxiety connected with bnsine.ss; but for a period of two yeare after 
giving up busine,ss he remained in statu, qm, no treatment uj)|X‘aring to 
have any beneficial result. Bccently he has been in much better health, 
has recovered his weight, strength, and cheerfulness, and btdieves liim.seli' 
thoroughly rid.of his coinidaint; and yet., the urine has now (Februaiy 
23nl, 1865) a specific gravity oLlOSS, and contains 57 per cent, of sugar. 
In the autumn of 1870 I was cmled to see this patient again. 'ITie sugar 
had now for a long time disa^^ficared from the ipine—and was replaced by 
albumen. He was suffering from general anasarca, and all the other signs 
of (shronio Bright’s disease—of wjiich he died in December, 1870. 

Cask _8,—Dr. laitham* relates a case resembling these in nio.st iTsjiects. 
Tho patient was a gentleman, rot. 40, well known in the jiiofession of the 


Latluuu' on Diabetes, p. 147. 
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law. The nrlne at no time cxeeetled a quart, but it was so sweet “ that 
it might easily ha,v(! been mistaken for syinii.” The dietetic ti’eatmcnt 
was resolutely tried without any good eileet : ho died witli cougli, colli¬ 
quative sweats, and other signs of ]>htliisis. 

Group II.—Glycosuria, temporary or intermittent: thirst 
and diuresis moderate, or none ; little emaciation and loss of 
strength ; the complaint depending on mental anxiety, blows 
on the head, or concussion of the spine, and terminating in 
comidctc recovery, 

(!ash 4. — A gentleman, set. 46, engaged in business, eonsnlted mo on 
Slarch 23rd, 186S. lie had sullcred from slight, rccuneut, dysjicptio 
symiitoms for more than a year, together with numerous nciTous pheno- 
Juena and loss of ]’(st. During this peiiod, he hail undergone gi-eat mental 
stress in eonnisdion witli the resjionsibilities of a large manulaeturing con- 
eern. On two occasions he, had lieen seized with some kind of fit, which, 
from the de,scription given, apiKinml to be a bastard cpilejisy. In one of 
these he had fallen from his horse ; but there, was no direct injury to the 
head. At my request a speeinicn of urine w.ts sent for examination. Its 
•specific gravity was 1035, and it contained 5‘2 jier cent, of sugar; no 
iilliumeii or other abnormal ingredient was pre.seiit. The ihuly quantity 
did not exceed three jiints. He was put on a moilerately restricted diet, 
and reeouuuended to make arrangements which would relieve him of a 
large portion of his res 2 X)nsibilitie.s. He continued under my obsi'rvation 
for six months. The sug.ir disaiqiearod in about six weeks, except a trace, 
whii’h also vanished at the cud of four mouths. His health is now (July, 
1865) j)erfcclly restored. 


One of the most singular instances of glycosuria, per¬ 
sisting for several montlis, unaccompanied witlj any of the 
symptoms of true diabetes, is related by Griesinger (loc. cit. 
p. 51). 

Cash a .—A medical student had, during a course of chemical instruc¬ 
tion, in the year 18—, often examined Ids urine, and found it in every 
resiieet normal. I hi s]>cnt the summer of tlie succeeding year in, Switzer¬ 
land, and imdeiwent a numlicr of wettings on hotanical excursions. Some 
months later, wldlc in ]>crfo<g; health, the apjiearancc of the urine attracted 
Ids attention. On examination it gave an abundant sugar reaction with 
Tronuucr’s test. lie now examined the urine daily, and found the density 
to vary between 1022 and 1027. The glycosmia jtersisted throughout 
the following winter, during wldeh he continued to reside in the same 

moist and foggy locality. In the succeeding spring, Herr-returued 

from Switzerland, and, being much occupied, had no longer any time to 
hestow on his diabetes; and when, in the eoiu'se of the ensuing summer, 
he examined the urine agidn, he found it totally free from sugar, nor has 
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a trace been found in it since. During the entire jieriod that the, urine 
contained sugar he did not cxiierieuee a single one of the known symptoms 
of diabetes. 

Group III.—Glycosuria in persons advanced in years ; of 
full habit; moderate conservation of flesh imd strength ; 
moderate diuresis; moderate amount of sugar ; abundance of 
uric acid deposits; often gout; sugar sometimes present for 
years, varying greatly in quantity, sometimes intermitting— 
termination variable. 

Dr. Bence Jones has published an account of a number of 
cases of this class,* Of twenty-nine cases of glycosuria, 
observed by him in the preceding three years, eleven were 
above sixty years of age, and six of these wore above 
seventy. He supplies the following analysis of those eleven 
cases.:— 

In 2, the disease was intermitting. 

„ C, The quantity of urine was scareely, if at all, in¬ 
creased. 

„ 1, The quantity was increased, but the disca.se had 
probably existed for sixteen years. 

„ 1, The urine w’as albuminous, and the diabetic symp¬ 
toms were very slight. 

„ 1, (About seventy-four years of age), the disease existed 
in its intensity. 

In all the eases save one, the disease was of exceedingly mild 
character. 

Many cases of this kind have come under my notice, 
of which the two following examples may serve for illustra¬ 
tions :— 

Case 6.—Mr. A., a surgeon, at. 60, a tall, stout man, of powerful 
frame, eonsnltcd me June lith, 1863. He had noticed for the last four 
months an undue frequency of micturition, with a certain languor unusual 
to him, of which, however, ho thought little, until the copiousness of the 
urine excited his susi)icion.s, and induced him to test it for sugar. This 
Icil to the detection of his complaint. He had lost some flesh. 

^ When I examined him, he had a niddy complexion and an appeamiico 
oi health; the appetite was moderate ; thirst somewhat tronl>l(!Soiue ; skin 

* Med. Chir. Trans., vol. xxxvi. 
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moist; ho went about his usual business—being in extensive practice in a 
rural district—^with scwcely more fatigue than ordinary. The teeth were 
extensively decayed. The urine amounted to five and six pints daily. A 
specimen carefully collected for twelve hours was scut to me for examina¬ 
tion, It amounted to 68 or. ; siiecific gravity, 1034; it deposited urie 
acid eo{)iously, and contained 0 ^icr cent, of sugar, which indicated a total 
of 1800 grains in half a day. 

Mr. A. was gradually put on a restricted diet, with gluten bread. In a 
ivoek, the urine of twelve honra had come down to 46 ounces : six'cifie 
gravity, 103.'); per-centage of sugar 6-1; sugar voided in hvelve hours, 
]J£)0 grains.; 

Foiir weeks later, the urine of twelve hours had diminished to 87 ounces: 
siieeifio gravity, 1028; sugar, 4 per cent. ; quantity voided in twelve hours, 
673 groins. The general condition had also gi'eatly improved; he still 
adhered to the rostrieted diet. 

I have seen Mr. A. from time to time up to the present date (February, 
1866). He is now perfectly restored to his original health and embon- 
)«)int. The lustrictions on his iliet have long since been relaxed. He 
derived considerable advimtage from the use of almond rusks and calces, 
and from change of air anil scene, in the liigldands of Scotland. 

1871.—Mr. A. died suddenly two years ago from a ruptured 
aortic aneurism. 


tlASE 7.—Mr. M., a retired solicitor, rot. 72, consulted me October 17th, 
1863. He was a ilorid-eoiiqilexioued, stout, healthy, and vigorous-looking 
man for his age. I mtil sixteen mouths ago • ho had always enjoyed excel¬ 
lent health. 

Sixteen mouths ago he was seized with a low febrile complaint of undc- 
tei'iniiied character, lie kept his bod for two months, and was greatly 
reduced by it : but he gradually recovered, and went to Buxton to com¬ 
plete his couvalcscenee. Before going to Buxton, he hiul noticed a sweet 
taste in lus mouth and a certain sweetness of the skin of his hands ; and 
when there, he noticed a great thirat and frequent calls to void urine. 
With the continuance of these, symptoms he became rapidly thinner, and 
sent for his son-in-law. Dr. H., who examined the urine, and discovered 
.sugar. Dr. H. found the symptoms of diabetes present in moderate in¬ 
tensity ; gums .spongy; emaciation voi'y considerable ; all his embonpoint 
gone ; he was “reduced to a little old man.” Tlio mine amounted to six 
and ten pints a day ; and his thirst was so tormenting, tliat he nsetl to 
prepare, for himself a large jug-full of oatmeal-water and. milk, to drink at 
night. 

At this period, he was put on a strict flesh diet, with green vegetables. 
Great lieuefit followed this treatment; and ih about two months from the 
first onset of the diabetic 8ymptom.s, he hod rccoveml from the attack, and 
begun to recover flesh and strength. It was not asce^iued, whether the 
sugar disaiipeared from the urine, when the other symptoms subsided. 

He continued in improved health for live or six months, and regained 
much of his piievious vigour. He then begun to suffer from severe lanci- 
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Dating pains about the base of the chest. On account of these he sought 
my aid. ^ 

He complained of intense i)ain, of neuralgic character, along the cour.se 
of the lower intercostal nerves. Up to the day before his visit to me, the 
pain had liecn limited to the left side, but it had now invaded the right 
side ; and a painful circle embraced him, in a line corivsimndiug to the 
attachments of the diaphragm. The pain was darting, burning, as if a 
red-hot iron was drawn round him; it ])ivvai]ed in paroxysms ; but lately 
the remissions had never been complete ; and the piun came fojward to the 
mesial line, and descended into tiie lesthdes and penis. Hightly opiates 
wera required to induce sleep. He was very nervous and agitated, espe¬ 
cially during the jiaroxysms, but there was no fever. Tongue clean, pulse 
quiet, ranging from 65 to 80 (he often counted it himself); heart’s sounds 
\vcre hcaltliy, and there was no hypertrophy. The pain was much in¬ 
creased by motion of thebody, as in walking. There was no thirst; the 
(juantity of urine was not increased. Micturition frequent at night; 
appetite pretty fair. 

At my request, he brought mo the urine made after dinner on October 
18tli; its specific gravity was 1030, clear, amber-coloured; it contained no 
trace of albumen, but as much ns 6'1 x>er cent. Of .sugar. He was ordered 
5 grains of quinine, with some carbonate of iron, and a few drops of 
laudanum at night. 

October 19<A.—He brought mo the urine imule before brcakfa.st; its 
specific gravity was 1019, and it coiilained only a trace of sugar. He had 
passed a much better night than usual. 

OcMicr 20th .—Urine liefore breakfast contained a trace of sugar: that 
voided after dinner contained a good deal more. 

October 21st.—^Urine before breakfast was quiti* free from sugar ; tluit 
after dinner contiuncd i per cent. He still complained of the pain round 
the chciit, but in much diminished degree. 

October 25fA.—Urine before breakfast free from sugar ; that passed after 
dinner contained only 0-8 per cent. 

He w'as put for a while on a partially restricted diet. The urine 0011 - 
tiuued for some days to show traces of sugar after dinner. After this he 
left town and went to the coimtry, continuing to improve. This gentleman 
is now {.February, 1865) in very fair health for his age ; but I cannot slate, 
whether or not the urine contrins sugar. 

In patients of this class I have generally found that, 
although the diabetic symptoms proved mild and amenable to 
treatment, life is seldom prolonged beyond a few years. The 
glycosuria may disappear or become insignificant; but the 
constit&tion is evidently broken, and they usually die in two, 
three, or four years, either from cerebral disease or from pul- 
monaiy complications. 
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GENERAL ETIOLOGY. 


T he deaths from stone, in England and Wales, in the five 
years ending 1866, amounted to an annual average of 
168. It is satisfactory to note that the mortality from this 
cause exhibits a progressive diminution in the last thirty 
years, as may be seen from the following table constructed 
from the Eegistrar-General’s Reports:— 


Mortality from stone in England and JFahs, in, five mcassive 
quinquennial periods,* 


In the 6 years 1838—42 the yearly average of deaths from stone, was 297 


1847—51 

1852—66 

1867—61 

1862—66 


,, 

I) 


,, 

*• 


28 » 

216 

184 

168 , 


* The ntonia of the years 1843—46 are tabulated differently from the 
reorder, tiai cannot, therefore, be induded^n this .table. 
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The canse of this diminution is to be chiefly sought for, in 
the earlier detection of the stone, and earlier resort to opera¬ 
tion, in reeent times : perhaps also in the improved diet and 
•water supply of the population.* 

Calculous disease is much more fatal (as might have been 
expected) in the male, than in the female, sex. For every 
female that died, in England and Wales, in the ten years, 
1857-66, from the consequences of stone, nearly nine males 
perished. 

More deaths &om stone occur at an early age, and in the 
waning years of life, than in the intermediate periods, as is 
shown by the following table :— 


Tabi.k shmoing tJm number of deaths frmn stone at different ages in the 


decade 1857 — 66 in JEhiifland 

amd Wales—Males only iiietudeif. 

Under 5 years . * . 

. . . . 116 dcatlis. 

Between 5 and 16 years . 

. 114 „ 

If 15 ,, 25 ff 

. . .'59 „ 

»> 26 ff 36 

. . . . 62 „ 

35 ,, 45 p. 

■ . . . 73 ,, 

t7 II ,, 

. 132 „ 

II If II • 

. . 294 „ 

If If 75 „ . 

. fil7 

75 and upwanls 

. . 299 „ 


The great fatality of stone above the ago of fifty-five is due, 
not BO much to the greater fi%quency of stone at that epoch, as 
to its more severe effects on the constitution, and the less 
favourable results of operation in advanced life. The frequencij 
of stone is far the greatest under five years of age; and next 
between ten and fifteen years. It then diminishes rapidly 
until the thirty-fifth, year. Above this age cases of stone 
become, again, more and more frequent, until the age of sixty- 
five. The following table indicates, very exactly, the preva¬ 
lence of stone at different periods of life. It embraces all the 
persons who undrawent the operation of lithotomy, during 
given periods of time, at the following hospitals:—Guy’s, St. 
Thomas’s, University College, Norwich, Cambridge, Oxford, 
Birmingham, Leicester, and Leeds. 

* The Biiburbaa diitrict of Hnlme supplies considerably fewer cases of stone 
to tbe Manchester Infirmary, since the pipe-water has replaced the old pump- 
water snpply. 
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T/tBVi sJutwing Ote ages 0^1827 persons wlu> undertBeni lithotomy at the 
above ho^ntals—constritctiA from, statistics colketcd in Sir B. Thomp¬ 


son’s teoBc on. Practiced Lithotomy aiid Lithfiheity, 

Under 6 years . . . . </ . . . 478 

Jietweon 6 and 15 ycara.628 

„ 15 „ 25 ..167 

25 f) 85 85 

„ 35 „ 46.80 

»» 45 ,, 55 ,, , . . ■ . . 156 

,, 55 ,, 65 ... . 225 

„ 65 „ 75 „ . . . . . , 103 

„ 75 „ 81 „ . . . . ■ . . . M 


No countries or climates are altogether free from calculous 
disorders ; but some localities are considerably more afflicted 
by them than others. Stone and gravel are common in Eng¬ 
land, France, Tcneriffe, Iceland, and Egypt.* They are, on 
the contrary, rare in Sweden and Norway, Styria, and some 
other parts of the Austrian dominions. In Christiana, 3211 
patients were treated in the general hospital during a period 
of four years, and among them there was only one stone 
patient. In the hospital of Gothenburg, in Sweden, which 
contains sixty beds, not a single case of stone was received in 
fifteen years, f 

The climatic conditions favourable to the prevalence of stone 
appear to vary within narrow topographical limits. Of tlie 
eleven registration districts into which England and Wales are 
divided, the eastern counties of Norfolk and Suffolk furnish 
tlie largest proportion of deaths from stone. Next to these 
come the North Midland Counties. The fewest deaths from 
stone (as compared to the total moi'tality) arp frimished 
by Lancashire and Cheshire, and by the South Western 
Counties, t 

* frequency of etone in Egypt is due to the ravages of the Bilharzia 
htomatohia, a minute parasite which infests the urinary organs in hot countries 
—(see Bilharzia). 

f dviale. Traitfi de 1’Affection Calouleuse, p. 680. 

$ The following Table shows the proportion of deaths from stone in each 
iff the eleven registration districts of England and Wales, for every. lOO, 000 
deaths from all causes, in the ten years 1857—66. Males only are included. 
(CoDstmeted from the Eegistrar-Q^eral's Beporte.) 

North-western. 34 

, South-western. 46 
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CLASSIFICATION OF ITEINAIIY CALCtTLI, THEIR CHEMI- 
CAL CHAEACTMS, origin, GROWTH, AND GENERAL 
CLmiOAL HISTORY. 

Urinary calculi may be classified, according to their che¬ 
mical composition, into eight primary and one secondary 
species. • The primary species are :—1. Uric acid. 2. Urates. 
3. Oxalate of lime. 4. Cystine. 5. Xanthine. 6. Urostea- 
lith. 7. Bone earth (basic phosphate of lime). 8. Carbo¬ 
nate of limoi The secondary concretion is composed of. a 
mixture of the phosphate of lime and the ammoniaco-magne- 
sian phosphate. 

In addition to these, which are composed of normal or ab¬ 
normal, but strictly urinary, ingredients, two other species are 
occasionally found in the urinary passages whieh have an 
origin extraneous to the urine. These are fibrim or blood con¬ 
cretions and prostatic calculi. 

Urinary concretions always contain, in addition to their 
proper components, slight admixtures of animal matters, viz., 
mucus, epithelium, pigment, and, generally also, more or less 
desiccat^ blood and pus. 

The term “ gravel ” is given to concretions of small dimen¬ 
sions, which are not too large to be spontaneously voided 
by the urethra; the larger masses are called “ stones,” or 
“ calculi.” 

Calculous formations are said to be jyrimary, when they are 
deiiosited from the unchanged urine, owing to some inherent 
vice in its composition; and secondary, when the deposit is due 
to ammoniacal decomposition of the urine in the lower urinary 
passages. 


Northern . . ' . 

. Si 

West-Midland . . 

. . 64 

South-Midland 

. 71 

Yorkshire .... 

76 

London . 

. 90 

Moumoothshire and Wales, 

. . 91 

South-Eastern .... 

. 93 

North-Midland . 

. . 98 

Eastern. 

. 116 
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It is essential to recoijnise this difference in order to under¬ 
stand the mode of growth of urinary calculi, and the princi¬ 
ples which should guide their medical treatment. 

It has been already explained that whenever the urine be¬ 
comes decomposed and ammoniacal, its earthy constituents are 
precipitated as a sediment, composed of phosphate of lime and 
the ammoniaco-magnesian phosphate, often mixed with small 
quantities of urate of ammonia and carbonate of lime. Tliis 
is identical with the seemuhtry phosphatic deposit on urinary 
calculi.* Its production is due to the transformation of urea 
into carbonate of ammonia. Any obstacle whifeh delays the 
urine in its channels, and prevents ils speedy and complete 
evacuation, tends to bring about this change. The presence of 
a calculus in the bladder presents a condition highly favourable 
to the production of ammoniacal urine, and to the precipitation 
of the secondary phosphatic deposit. Accordingly it is found 
that calculi which have been long detained in the bladder, are 
frequently covered over with a phosphatic incrustation. In¬ 
deed, it may be said that this is the proper ultimate stage and 
last chapter in the history of every urinary concretion, unless 
its career be cut short by spontaneous expulsion or removal by 
surgical operation. . 

The epoch at which the secondary deposit begins to form is 
quite uncertain, and depends on the concurrence of cystitis, 
^metimes small calculi, weighing only a few drachms, are 
found covered with a thick investment of phosphates 5 in other 
instances large calculi, weighing many ounces, are found with¬ 
out any traces of phosphatic incrustation. So long as the 
urine remains acid the surface of the stone remains free from 
phosphates, but as soon as the urine becomes freely ammo¬ 
niacal, the secondary deposit begins to accumulate. 

It follows from these fadjp, that a solvent treatment which 
may have been applicable in the early existence of a stone, 
ceases to be so when the urine becomes ammoniacal and a 
secondary deposit has taken place on its surface. 

The principal points relating generally to the structure and 

* Ilie fosUd iacnuUtlon which coven pnhlio urinals is likewise of similar 
nature. 
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growth of urinary calculi are embraced in the following pro¬ 
positions :— 

1 . Calcnli may consist entirely of one ingredient, as uric 
acid, oxalate of lime, cystine, &c .; or two or more primary 
deposits may alternate with each other in the foim of layers, 
so as to constitute an alternating calculus. 

2 . The most common alternations are uric acid and oxalate 
of lime ; but any primary dejmsit may alternate with any other 
primary deposit: as cystine with uric acid ; uric acid with 
bone earth ; or oxalate of lime and bone earth. 'J’he two last 
cases however are excessively rare. The number of layers 
composing an alternating calculus is quite uncertain: tlicre 
may be only three or four, or twenty or thirty., Tlie thickness 
of the layers varies conversely with their number. 

3. A calculus consisting of only one substance has usually a 
stratified arrangement, and exhibits an indefinite number of 
concentric layers. Such is usually the structure of uric acid, 
oxalate of lime, and phosphatic calcnli. Hut sometimes the 
calculous matter is deposited in vertical lines radiating from 
the centre. This is the usual structure of cystine calculi. 
Sometimes one portion of a stone has a radiated, and another 
portion a stratified formation. 

4. Most urinary calculi are divisible into a central portion 
or nucleus, and an outer portion or hwly. There is also not 
unfrcquently an outer investment, or cnml, of phosphatic 
deposit. 

5. The nucleus may be of the same nature as the Imdy, or 
differ from it. Tlie nucleus may consist of uric acid, urates, 
oxalate of lime, or any other primary formation, or it may be 
a clot of blood, or a mass of mucus; or, lastly, it may consist 
of some foreign body introduced from without. 

6 . The determining causes of the formation of urinary 
calculi are still but imperfectly known. The more usual arc* 
the following :—(u) An excessive proportion of the precipitated 
ingredient in the urine; (6) A too acid state of the urino, 
which diminishes its solvent power over uric acid and the 
urates ; (c) An alkaline state of the urine. If the alkalescence 
be due to fixed alkali, the bone-earth phosphate and carbonate 
of lime are liable to precipitation j this is however a very rare 
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contingency in the human subject, though common in the 
herbivora. If the alkalescence be due to carbonate of 
ammonia, the secondaiy phosphates are precipitated; (d) 
Deficiency of chloride of sodium and the alkaline phosphates 
in the urine, reduces its solvent power on uric acid (Heller); 
(e) The presence in the urine of an abnormal constituent of 
sparing solubility, such as cystine or xanthine; (/) The acci¬ 
dental presence of a body suitable to form a nucleus, such as a 
small mass of concrete blood, mucus, epithelium, or an extra¬ 
neous body, such as a bit of bougie, a piece of bone, a wire of 
needle, a bit of sealing-wax, and so forth. 

Considerable light has been thrown on the mode of origin of 
urinary calculi by an examinatioifof the microscopical structure 
of their nuclei. Dr. V. Carter found that the actual nucleus 
consisted nearly ^ways of globular forms of urates and oxalate 
of lime (dumb-bells and spheroids), and not ordinary crystals 
of these substances. The researches of Rainey and Ord have 
shown that these globular forms are only produced when pre¬ 
cipitation takes place slowly in a colloid medium; and Carter 
found that a colloid matrix always exists in the nuclear forma¬ 
tions of urinary calculi. It would, therefore, apjKiar probable 
that the initial step in the formation of a calculus is the exuda¬ 
tion of some colloid—mucus, or some other albumoid substance 
—into the urinary passages. Into this colloid, urates or oxalate 
of lime, or both, are precipitated, and, combining with it, form 
molecular aggregations of a globular character, which con¬ 
stitute the foundation of the subsequent growth. Under what 
conditions the colloid is exuded cannot be with certainty 
explained; but the probability is that congestive or sub-inflam¬ 
matory states of the kidneys, such as occur in the febrile state, 
give occasion to such an exudation and supply a starting point 
to a process which does not attract attention until after a long' 
lapse of time.* 

• See Carter “On the Micreecopic Structure and Formation of Urinaiy 
(Calculi.” I4)nd, 1S73. Ami Dr. Ord's paper Med.-Chir. Trans. 1875. 
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OF THE PABTICULAE VARIETIES OF TIEIA’ARY GBAVEl, 
AND CALCULI. 

1 . Urk acid .—This is by far the most frequent species of 
urinary concretion. It constitutes probably five-sixths of all 
renal concretions, and of vesical calculi which have only recently 
descended from the kidney. As gravel, uric acid may be passed 
in the form of small distorted crystalline agglomerations, or as 
little smooth spherical bodies, ranging from the size of a poppy 
seed to that of a mustard seed, or in flattened warty concre¬ 
tions as large as split peas. All these have a j’ellowish, 
brownish, or reddish colour. They are derived from the 
kidney, and may bo discharged singly or in numbers at irre¬ 
gular intervals. 



Fiq 42.-*Seetiou of a uric acid calculus. 


When retained in the bladder, they grow into flattened oval 
calculi, sometimes roundish, sometimes elongated like an 
almond. They vary, in colour from a light fawn to a deep 
brick-red, according to the quantity and nature of the urinary 
pigment which they contain. Their surface is usually studded 
with minute tubercles, or mamillations, which are worn into 
smooth facets if more than one stone oo-exist in the bladder. 
Their weight varies from a drachm to an ounce, but sometimes 
reaches four or five ounces. 

Uric acid calculi possess considerable hardness; their 
spec, grav. is about 1'5. Uric acid is best recognised by the 
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iDiirexid test, described at p. 63. Its most importapt pro¬ 
perties, from a therapeutical point of view, are its solubility in 
very weak solutions of the carbonates of potash and soda, and 
its insolubility in strong solutions of the same, as well as in 
water and dilute acids. 

Pathologically, uric acid is closely related to gout. Hence 
the frequency of uric acid gravel and stone in the wealthier 
classes in the middle and later periods of life. 

The urine, in the subjects of uric add calculi, is acid, and 
often high-coloured, prone to deposits of uric acid crystals and 
amorphous urates. 

The medical treatment of this class of calculi .will be 
described at length in a separate section (see Solvekt Theat- 
ment). 

2. Urale eoncrelions .—The same confusion has existed re¬ 
specting the composition of these concretions, as respecting 
that of the amorphous urate deposit. They are usually de¬ 
signated urate of ammonia, but their chemical nature requires 
re-examination. 

They constitute small, soft, agglomerations in the kidneys 
—inrely in the bladder; and are almost confined to young 
children. Heller* states that he has found them several times 
in the kidneys and uinters of sucking infants in the Vienna 
Foundling Hospital. They formed small irregular clumps, 
, sometimes heaped together into a mass as large as a kidney 
bean. Heller encountered similar calculi on two occasions in 
adults. Calculi wholly composed of urates are very rare, and 
^ever reach a large size ; but globular masses of urates nearly 
always exist in the centre of a urinary calculus, although its 
bulk may be formed of some other ingredient. 

Tlie deposition of clumps of urate of soda in the urinary 
passages, is not uncommon in the febrile complaints of infants 
and young children; and it seems not unlikely that some of 
these clumps may be retained in the^lvis of the kidney or in 
the bladder, and become the nuclei of future calculi j and fhat 
the excessive frequency of calculi in chjldrei} is dM to this 
cause (see p. 73). , / ^ 

The urine from which this variety of concretion jls deposited, 

* Barucoiaiiytioueu, p. 1S4 



MULBERRY CALCULUS. 


2.79 


has an acid reaction, and the medical treatment is identical 
with tibat of uric acid calculi. The circumstances under which 
this concretion is deposited, must be carefully distinguished 
from those, in which urate of ammonia (of undoubted compo¬ 
sition) is deposited in an ammoniacal urine mixed with 
secondary phosphates. 

Urate concretions are distinguished chemically by their 
solubility in hot water. 

3. Oxalate of lime or mtilherry calculus .—Oxalate of lime 
may be discharged as minute concretions, or gravel, from the 
kidney, or grow to bo a stone in the bladder. In the former 
case the concretions are usually smooth, rounded, greyish dark 
bodies, reseinMing hcrajvsecd. 



Fia.- 43. Oxakite of lime or luulborry calciUiis. 


Vesical calculi of this class are exceedingly hard, and break 
into sharp angular fragments when crushed by the lithotrite- 
They are usually of a spherical shape ; their surface is tuber- 
culated like a mulberry (Pig. 43), and is usually of a blackish- 
brown colour. Sometimes however they are oval and smooth, 
and of a blueish-grey colour. 

The nucleus of a mulberry calculus is frequently composed 
of uric acid; and, conversely (though much more rarely), a 
uric acid stone may have a nucleus of oxalate of lime. Beale 
and Carter have further shown, that in the centre of a uric 
acid nucleus, there is often a microscopic clump of dumb-bells 
of oxalate of lime. ? 

Calculi composed of alternate layers of oxalate of‘lime and 
uric acid, are more Mmmon than those composed of oxalate of 
lime ^he. ■' Thetepayers may fonn complete concentric cap¬ 
sules, or be partSal and imperfect. In the latter case the con¬ 
cretion is amenable to the solvent and disintegrating action of 


28o 


GRAYEL AND CALCULUS. 


the alkaline carbonates ; in the former it is wholly bcy(|id the 
power of snch solvents. 

Oxalate of lime is insolnble in alkaline carbonates and 
organic acids ; but it dissolves in nitric and muriatic acids. 
When heated before the blow-pipe, it first blackens, and finally 
leaves a bulky white ash of caustic lime, which blues moistened 
litmus paper. 

During the formation of oxalate of lime calculi, the urine 
is always acid. 

4. Cystme -.—Gravel and calculi of cystine belong to the rarer 
species of urinary concretions. They are usually found in the 


Fio. 44. Cystine calculi spontaneously voided. 

bladder as large calculi, but sometimes they are discharged 
spontaneously as gravel. I have in my collection two examples 
of pure cystine calculi passed spontaneously. (See Fig. 44.) 
One of them is a small lenticular mass weighing a grain and a 
half. The other is cylindrical in shape, an inch and a quarter 
in length, and weighing twenty-seven grains. Both have a 
crystalline granular surface and a light yellow colour. 
Sometimes vesical calculi of cystine attain a weight of three 
or four ounces. They are usually egg-shaped, of a full honey- 
yellow colour, mamillated on the surface, and lustrous, as if 
studded with minute crystals. When cut into, they show a 
radiated structure, and an obscurely transparent brilliance like 
yellow bces’-wax. They are usually composed of pure cystine, 
unmixed with any other substance. Sermetimes they have a 
nucleus of uric acid. In a specimen in the Museum of the 
Manchester Infirmary (Fig. 45) the central nodule is uric 
acid; around this is a body of pure cystine,- overlying this a 
layer of mixed uric acid and cystine j and enveloping the 
whole a crust of secondary phosphates, mixed with cystine. 

Cystine calculi possess the curious property of assuming a 
pale green colour when long exposed to ftill daylight The 
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speciiqpn jnst referred to afforded an interesting example of 
this change. The calculus had been divided equatorially; 
one half lay in the cabinet with its cut surface downwards, 
and the other half with the cut surface upwards, exposed to 
the light. The latter had a delicate emerald green tint, while 
the former preserved its original yellow colour. 

Another enn'ous circumstance in 
the history of cystine, is its tendency 
to run in families. Dr. Marcct 
gives an account of two brothers in 
whose kidneys cystine calculi were 
found. Both Lenoir and Civiale ex¬ 
tracted cystine calculi from the 
bladders of two brothers. Toel 
relates the history of two sisters 
who voided cystine with the urine. 

Cystine calculi are much more friable than uric acid or 
oxalate of lime. They arc easily scraj)cd with the nail, and 
offer especially favourable objects for treatment by lithotrity. 
My colleague, Mr. Southam, showed me a quantity weighing 
ninety grains of the fragments of a pure cystine calculus, 
which had been voided by a little girl four years of age after a 
single crushing. 

Cystine is recognised with great facility. If a particle be 
placed on a watch-glass, or on a slip of glass, and treated with 
caustic ammonia, it sj)eedily dissolves ; by exposure to the air 
for a few hours, the volatile alkali exhales, and beautiful 
six-sided crystals are deposited, which arc highly charac¬ 
teristic (ses Figs. 14 and 15). Cystine is also soluble in the 
mineral acids; and in the fixed alkalies and their carbonates : 
but it is precipitated by organic acids and by carbonate of 
ammonia. 

5. Xanthine calculi are excessively rare. (See Xanthine, 
p. 89.) 

6 . Fatty or saponaceous concretions. Urostealith (of Heller). 
In the Museum of the College of Surgeons of London, there 
are two magnificent specimens of vesical calculi, composed of a 
central fatty or saponaceous mass surrounded with a thick 
investment of phosphates (Fig. 46). Both belonged to 



Ful. *15. 

Sfi'tion t»f ii cysthMf cnlcnlus, 
with a iniflfus «»r uric* acid, 
aiitl au extAfnialwMitof 
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Hunter’s collection, and both are figured and described in the 
catalogue of calculi published in 1842. They are described as 



lu. 40.—Section of a fatty or BaiMjimccoim cimcivtimi {mroxtealUh) Biirrounded 
with phuisphiiteH.—From tlie Mutamiii of the Loiidou CoUeji^c. of 8iU'gcoiis. 


“ consisting of the earthy phosphates deposited upon a mass of 
oleate and margarate of lime.” Tin's mass is of a light 
yellow colour, and its irregularities coirespond with those of 
the cavity in which it loosely lies. At ji. 120 of the cata¬ 
logue, the following ingenious remarks are made respecting 
the probable origin of these stones :—“ On account ^of some 
real or supposed disease of the bladder, a solution of soap has 
lieon injected into its cavity; mutual decomposition between 
the soap and the salts of the urine has been the necessaiy re¬ 
sult ; the alkali of the former uniting with, and forming soluble 
compoimds with, the phosphoric and other acids of the urine, 
while the earthy bases of the urine have precipitated, in com¬ 
bination with the fatty acids of the soap, in the form of a semi- 
gelatinous sparingly soluble com'pound, being in fact an earthy 
soap; this substance, acting as a foreign body in the bladder, 
has induced the deposition of the phosphates, and given rise to 
the formation of a calculus.” 

The fatty or saponaceous masses here described are probably 
of the same nature as those described by Heller in 1846, and 
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named by him Urostmlifh.* Only one other case has been 
published ; it was observed by Dr. W. Moore in ISoS.t 

Heller’s patient was a man, 24 years of age, who passed a 
number of small concretions about as large as peas. When 
fresh, they were soft and elastic, like india-rubber, but dried 
into hard, brittle, wax-like masses. They dissolved readily in 
caustic potash, forming a soap, They also dissolved readily 
in ether, but with difficulty in alcohol. In hot water they did 
not dissolve, but softened. They melted with heat, and even¬ 
tually burned with a bright yellow flame, exhaling an odour 
of shellac and benzoin. They contained a large quantity of 
earthy phosphates. 

Dr. Moore’s specimens consisted of two very small dark- 
brown calculi, which had a soft wax-like consistence, and 
appeared to consist of a lime soap. They pai’tly dissolved in 
hot alcohol; and the solution, when cold, deposited a whitish 
matter, which exhibited numerous fat globules, but no crystal¬ 
line plates. When incinerated before the blow-pipe they yielded 
a white, alkaline, calcareous ash. A year later. Dr. Moore re¬ 
ceived from Dr. E. Adams two calculi taken from the body of 
tliis patient. One was a large phosphalic stone, in the cenire 
of which was a cavity containing some of the same dark-brown 
substance. Dr. W. Davy, who examined a j)ortion of this, 
judged it to be composed of lime “ in combination with the fat 
or waxy substance forming some organic combinations with 
the fattf acids.” 

7. Carhonate of Lime .—Concretions of carbonate of lime are 
very rare in the human subject. Those which have hitherto 
been encountered were of small dimensions, varying from the 
size of the smallest visible granules to that of a hazel-nut, 
smooth on the surface, grey, yellowish, or bronze coloured— 
sometimes with a metallic lustre, and generally very hard. 

The following remarkable case, in which myriads of minute 
calculi of carbonate of lime were voided with the urine, was 
described in the first edition of this work as an example of the 
spontaneous expulsion of prostatic calculi, but a communica¬ 
tion I have since received from Dr. Haldane, of Edinburgh, 

• Harncancretianen, p. 146 ; also Heller’s Archir, Ill. II. p. 1. 

+ Publiu Quarterly Joara. of Med. Science, vol. xvu. p. 476. 



284 GRA7EL AND CALCULUS. 

has convinced me that they were derived from the kidneys, 
and not from the prostate. 

The patient was a gentleman, seventy years of age, suffering 
from enlarged prostate under the care of Mr. George Hunstone, 
of this town. On the 20th of April, 1864, Mr. Hunstone 
brought me a specimen of the urine for examination. It was 
ammoniacal, and contained a good deal of pus. At the bottom 
of the phial wore a large number of minute amber-coloured 
calculi—the largest of which were about the size of poppy-seeds, 
and the smallest only just visible to the naked eye, as bright 
specks. On subsequent occasions Mr. Hunstone brought me 
additional quantities of urine containing similar bodies. Alto¬ 
gether I obtained about dght grains of these calculi; they 
were easily separated from the urine by levigation and decan¬ 
tation. Mr. Hunstone stated that the patient had been in the 
habit of voiding these calculi for some months, at frequent 
intervals. The patient died some few months afterwards, and, 
unfortunately, no opportunity was afforded of making a post¬ 
mortem examination. 

The largest of the specimens in my possession is about 
the size of a mustard-seed; there are a good many as 
large as poppy-seeds; but several hundreds are less than 
a quarter of this size, and many thousands are still smaller. 
They are mostly spherical in shaiw; many are rudely 
cubical or pyramidal. They possess a full amber colour, 
and are finely translucent. Under the microscope they pre¬ 
sent the appearances represented in Fig. 47, and exhibit an 
infinite series of concentric lines. The centre or nucleus 
is variously composed. In some of them it is an object 
resembling a glandular cell, in others a prismatic crystal, 
in others amorphous earthy-looking matter. In some, again, 
the nucleus is double, in others, treble, or even quadruple 
(Fig. 47). With jwlarized light they display a dark cross, as 
represented in the lower right-hand corner of the figure. When 
crushed they break into angular fragments. 

The calculi dissolve rapidly in mineral acids, with abundant 
disengagement of cai-bonic acid—leaving ragged, brown, flaky, 
organic remnanta Acetic acid acts vciy slowly upon them, 
without disengagement of carbonic acid; but in the course of two 
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or three days all the mineral matter is taken up, and the animal 
matrix is left, as soft, light balls, preserving the stratified ap- 



Flu. 47. Curboiintc of lime calculi Kitontancoitely voided witli the urine—highly 
iiuiguilied, 

pearance of the original calculi, but with a diminution of their 
original translucency. They are unaffected by caustic potash. 
The mnrexid test yields not the slightest evidence of uric add. 
When heated to whiteness before the blow-pipe, their surfaces 
fuse into a brilliant iron-grey enamel, which protects the 
deeper parts. As the incandescent calculi cool, the enamelled 
surfaces crack into numerous minute polygonal spaces. When 
pulverised and incinerated, the resulting ash does not change 
the colour of moistened litmus. The solution of the calculi 
in mmiatic acid- throws down an abundant, white, flocculent 
precipitate, when saturated with caustic ammonia. Those 
reactions indicate that they are composed of an animal matrix 
impregnated with carbonate of lime mixed with a little pJios- 
phate of lime. 
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Dr. Haldane’s commnnication above referred to contains an 
account of a case in which calculi, identical in every respect 
with those just described, were found in the kidney after 
death. Dr. Haldane’s notes are as follows :— 

“ W. A., a iniisoti, aged 33, was adinittxid into the Edinburgh Infirmary 
under Br. OilIes|iie, on the 15th of Octoter, 1856. Fifteen months before 
adniission lie strained his bock while, engaged in i-aishig a large stone. 

“Two iiioiiths afterwards an abscess formed over tlie upjHsr ixirt of the 
sncriini, which AVits poulticed, opened, and matter was discharged. 

“The. abscess hcjilcd up, but matter again formed ; the secontl .abscess 
buret about two months liidbrc his iidmission into hospital. Timing the 
gnriter [tart of the tiftc-en months he Imd been at his work. 

“ When lulmil ted into the hospital he eoniplained of ])ain in the. bai'k 
and generel wcakne.s.s. There was an ojreiiing at the right side of the 
Siierum, from which jms discharged. A ])robe. could be. introduced its 
whole, length, and seemed to jiass towards the anterior iiart of the lumbar 
verlebiie. lie .sank gradually, and died on the 21st of April, 1857. 

“No urintuy symptoms were noticed during his residence, in the 
hospital. 

“ 1 examined tin* body on tlie 22nd of April. A large aecnmnlation of 
matter was foiind in front of the bodies of the lumbar vcitebree,; there, 
was caries of thi“ anterior part of the bodies of the first four. The .sifinal 
cord was not affe.cti’il. 

“ The heart, and lungs were natural. 

“The liver was small, weighing 31 ounces, but Wiis healthy in 
struclnro. 

“The right kidney weighed 5 ounces ; it was ana!niie but healthy, ex¬ 
cept that a few' gritty i)articlea were enilKaldial in .some of the cones. 
These were found to consist part ly of carbonate of lime. 

“The left kidney weighed 4^ ounces. In the lajlviswas about half a 
teasiHumful of sandy-looking material, held together by a floceulent sub¬ 
stance, which resembled coagulated blood. The sandy matter was in small 
]Kirtieles, generally about the sise of grains of sand ; some, were as large as 
hemp-seeds. The lining membrane of the pelvis was thickened, and at 
some ^roints appeared slightly nbrade<l. The kidney was a little atrophied, 
owing to dilatation of the pelvis. The ureters wore natural. The bladder 
was contnictcd ; it contained about a teimiamuful of urine, which unfortu¬ 
nately was not examined. 

“ 1 looked upon this case, as possibly an examjile of the calcareous me¬ 
tastasis dcscrilsid by Virchow. When in connection with absorption of 
bone, carbonate and phosphate of lime are deposited elsewhere.’’ 

Dr. Haldane was good enough to send me a sample of the 
calculi obtaiued from the kidney in this case ; and I had no 
difficulty in deciding on their absolute identity both in naked- 
eye and microscopic appearance as well as in chemical compo¬ 
sition with those e.\amiacd by myself. It seems also highly 
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probable that the history of their occun-euce Tras strictly 
analogous. 

In the nineteenth rolume of the Transactions of the Patho¬ 
logical Society, Mr. ‘Wagstaffb describes a “ large branching 
calculus,” composed of carbonate of lime, removed after death 
from the right kidney of a man aged forty-two. Several small 
ones, of similar composition, were also found in the same 
kidney. 

8 . Bask plios))haie of linw, or Bonc-rarih .—Concretions pf 
this substance aloAe are very rare. They were formerly con¬ 
founded with the mixed ])hoRphatcs which constitute the 
secondary deposit. They vary in size from a pea to a hen’s 
egg. They are white and chalky in appearauce, and of a soft, 
sinoothish exterior, with an earthy fracture. Sometimes their 
te.xtnre is loose, sometimes vciy compact. 

Bone-earth rarely alternates with any other deposit; occa¬ 
sionally, however, it docs so. There is a fine 8 ]>ccimen in the 
museum of the Manchester Infirmary, in which bone-earth 
alternates with uric acid. 

When the urine is rendered alkaline by alkalising salts, or 
becomes alkaline after a meal, the bone-earth jfiiosphate is 
sometimes abundantly deposited ; but, from its uncrystulline 
condition, it has very little tendency to agglomerate into con¬ 
cretions. Patients may piiss an alkaline and turbid urine 
(from this cause) for months, without practically any risk of 
the formation of a stone, as is daily witnessed in the now 
favourite method of treating acute rheumatism by alkalies. 

9 . Mixed or semidary phosphates {fusible eakulus ).—The 
composition and production of this deposit from ammoniacal 
urine has been ^ready explained. It rarely forms the entire 
of a urinary calculus ; but more commonly encrusts calculi of 
some other species, or an extraneous body which acts as a 
nucleus (Fig. 48). Concretions of this substance are frequently 
formed around the inequalities of ftmgons or other growths of 
the urinary organs. Calculi of the mixed phosphates may go 
on increasing for an indefinite period, and completely fill the 
bladder, attaining a weight of. 10, 20, or even 30 ounces.* 

* Dr. Uytterhooven, of Brnssels, withdrew, by the supra-pubic operation, 
from tho bladder of a maiii aged tIurty*Dizi^ &n enormous o\'al concretion 
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In their physical characters, fusible calculi most resemble the 
bone-earth phosphate. I'liey are usually lax and friable, com¬ 



posed of concentric laminm, or irregular; often studded on the 
surface with brilliant glistening points of triple phosphate 
crystals. They readily break down under the lithotrite; but the 
general irritation of the system, and the frequent co-existence 
of grave anatomical lesions in the urinary passages or the 
kidneys, render these cases unfavourable subjects for operation. 
They are esjxicially suited for a solvent treatment by means of 
acid injections, thrown into the bladder in a manner recom¬ 
mended by Sir B. Brodie. 

Chemically, this concretion is characterised by fusing into an 
enamel, when strongly urged by the blow-pipe. It is very 
soluble in acids, especially the mineral acids; but wholly in¬ 
soluble in water and alkalies. 

10. Fihrim and Mood rwrre/i'ons.-'-Marcet gives an account 
of a small calculus about the size of a large pea, which was 

veigbiug 404 ounces, and measuring-round its longest diameter 17 inches. I 
teliero this is tho largest ever extracted from a living person.' It had been 
growing fA)m the ago of twelve, (leroy d’Btiolles (fils), Traitd pratique de la 
©ravelle, Paris, 18G8.) 

• From a drawing in tho possession of Mr. Southam. The history of this 
Stone (which was successfully removed by the recto-vesical operation) is given 
by Hr. Southam in the 42nd vol. of the Hedico-Chirurgical TransacUons. 
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passed, after much suffering, by a gentleman between 50 and 
55 years of age. He had beeit suffering for two or three years 
from symptoms of urinary calculi, and had previously passed 
three similar concretions. The specimen examined by Marcet 
had a yellowish-broam colour, somewhat resembling bees’- 
vvax. Its hardness was also nearly that of bees’-wax. Its 
surface was uneven, but not rough to the touch ; it was some¬ 
what elastic. When examined chemically, it answered to the 
reactions of fibrine. 

A small concretion, about the size of a small pea, was handed 
to me for examination by my late cdleaguc, Mr. Beever. It had 
been passed by a man of thirty-five, whose urine was not albu¬ 
minous. Its texture was hard and brittle, its external surface 
rough, its colour dark reddish-brown. It swelled into a volu¬ 
minous coal under the blow-pipe, and, when fully incinerated, 
left a very scanty white ash. It was evidently composed of 
inspissated blood. 

A patient whom I saw with Dr. Holland was in the habit of 
passing numbers of blood concretions of a softer texture. He 
had previously suffered from hmmaturia. 

Numerous similar concretions were found loose in the in fun-, 
dibula and pelvis of the kidney, in the case of ruptured kidney 
already described at p. 185. 

My collection contains a very fine blood concretion, taken 
from the bladder of a sheep (Fig. 49). The specimen was 
presented to me by Mr. Lund. It is as large as a small walnut, 
very light—^weighing only 87 grains, 
and exceedingly rugged on the surface, 
which is studded all over with reddish- 
black warty projections. This dark 
warty part forms the outer crust of 
the concretion, is very brittle, and 
bl eaks with a lustrous f^cture. When 
sawn through, the rough outside crust 
is found to be about a line thick« it 
invests an nval body, which has an 
even, shar^fy defined outline. The 
body has the appearance of baked clay ; it is of nut-brown 
colour, and easily scraped with the nail. It breaks with a 


It is nearly spherical. 



Flo. 4V. 

Blood coiicrotion fh^ni the 
bladder of a sheep. 
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(lull fracture, like a piece of catechu. Examined chemically and 
microacopically, both body and crust were found to possess 
the characters of concrete blood. The scanty ash obtained by 
calcination gave abundant evidence of iron. 

All the^ instiinccs appear to have been connected with the 
occurrence of renal hmmaturia. Such concretions sometimes 
serve as nuclei for uric acid or oxalate of lime calculi.* 

11 . rronMk mhuU .—Although these are not, strictly speak¬ 
ing, urinary products, they are, in very rare instances, dis¬ 
charged spontaneously with the urine, and therefore deserve 
some notice on this connection. 

Sir H. Thompson, who has investigated this subject with 
great care, states that the existence of concretions in the pro¬ 
state is almost universal after the age of puberty. He found 
them invariably present in seventy prostates which he exam¬ 
ined from pereons above twenty, f 
They begin as minute, globular, transparent bodies in .the 
follicles of the gland. At first, they are wholly composed of an 
albuminous matter, arranged in concentric layers round a vesi¬ 
cular nucleus. But as tliey grow, they are gradually more and 
more impregnated with mineral matter, until at length they 
attain the hardness of the hardest urinary calculi. As a rule, 
they produce no symptoms, and their existence is, perhaps, 
hardly to be looked on as a disease. They usually vary in 
size ^om a poppy seed to of ^.n inch. 

In some cases, however, the process does not stop here. The 
earthy material is deposited in great quantity; and large con¬ 
cretions arc formed, which encroach on the glandular tissue, 
and project into the urethra in the form of oblong masses, 
which require operative procedures for their removal. 

ON THE DIAGNOSIS OF THE SPECIES OF TTRINAEY CALCULI 
WITHIN THE BLADDER Ofi KIDNEY. 

It would greatly facilitate the choice of the most appropriate 
treatment, in an individual case of urinary calculus, if it were 
jiossible to ascertain beforehand, the exact nature of the con- 

• Wilaoa’* Lectures on tlie Urinary Organs, p. 81i 
t Sir H. Thompaon, On the Enlarged Prostate. 
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cretion. This remark applies equally to surgical and to 
medical treatment, but more strongly to the latter than to the 
former. 

The degree of precision of this knowledge attainable in dif¬ 
ferent cases, varies a good deal. The most certain knowledge 
is gained when a person who has been in the habit of sponta¬ 
neously voiding small concretions becomes afterwards the sub¬ 
ject of stone. In such a case, the examination of the calculi 
previously passed (supposing them to have been preserved) 
tlirows a sure light on the nature of the one retained—provided 
the epoch at which the former were voided be not too remote, 
and the characters of the urine continue to corresjiond. 

In the absence of this kind of evidence, certain knowledge of 
the nature of the stone is rarely attainable ; but still, it is 
generally possible to indicate—from the character of the urine, 
the constitution of the patient, and the known relative fre¬ 
quency of the several siwcies of stone —with slrontf jmihaliUlIt/, 
the species to which it belongs ; and also (and witli still 
greater certainty) some of the species to which it does nut 
belong. 

With regard to the character of the urine, tlio most important 
indications are supplied by the nature of its reaction, and the 
tiharacter of the dejwsit which may be precipitated from it. 
The reaction of the urine may be {a) acid ; {b) alkaline from 
fixed alkali; or (r) alkaline from carbonate of ammonia. 

a. If the urine be acid, the stone is almost sure to be uric acid 
or oxalate of lime, or a mixture of these two.* These two 
deposits alternate With each other so frequently, and at such 
short intervals, that, if the nrine be free from a uric acid or an 
oxalate of lime sediment, there is nothing to indicate directly 
which of the two species the stone belongs to. But, as uric 
acid is much more common than oxalate of lime, the proba¬ 
bilities are considerably in fiivour of the former. If the urine, 
on cooling, deposit abundantly either uric acid or oxalate of 
lime, and, d fortiori, if either of these deposits are found in the 

* CoDcretiong of xanthine, fibrine, and fattjr matterg, are altogether left 
oat of coQgideration, oh account of their extreme rarity. Cystine is also ex¬ 
cessively rare ; and if cystine crystals be not |otind in the dejjosit, it may 
practically, be likewise excluded 

V 3 
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Ul'ine at the moment of emission, there is strong probability 
that the avrfuce of the stone is of the same nature ; but this 
gives no warrant of the composition of the deeper strata. 

Vesical calculi are usually more complex in their composi¬ 
tion than reniil calculi. The latter are almost always com¬ 
posed of one single ingredient; but the former are frequently 
com] osed of more than one ingredient. The longer a cal¬ 
culus has resided in the bladder, the more complex will its 
composition probably be ; and conversely, the more recent 
its descent from the kidney, the more likelihood that it is com¬ 
posed of but a single ingredient. If, therefore, the urine be 
acid, and the calculus of recent date, the probabilities are 
greatly increased that it is composed of uric acid alone. 

As mulberry calculi have rough surfaces, they usually produce 
more violent irritation of the bladder than the smoother stones 
composed of uric acid. This indication is, however, of little 
practical value, and the exceptions to it are numerous. 

Persons of gouty disposition are more likely to be subjects 
of uric acid, than of oxalate of lime calculi. 

b. If the urine be alknline from fixed alkali, the stone will be 
composed either of bone-earth phosphate or carbonate of lime. 
Both are of extreme rarity. 

e. If the urine be alkaline from carbonate of ammonia, the 
composition of the nucleus and body of the calculus can no 
longer be divined; but its surface or crust is sure to be com¬ 
posed of the mixed phosphates. The depth of this crust can 
only be conjectured from the intensity of the ammoniacal reac¬ 
tion, the quMitity of pus and flakes which are discharged with 
the urine, and the length of time during which this state of 
urine has persisted. Care must be taken to ascertain if the 
urine be ammoniacal at the mmnent of emission ; for in most 
cases of stone there is some degree of cystitis i and the pre¬ 
sence of pus causes a urine which was passed acid, speedily to 
become ammoniacal. The degree of the ammoniacal reaction 
is best judged of by the intensity of the ammoniacal odour, by 
the gelatinised, or loose, condition of the pus, and by the abund¬ 
ance of triple phosphate crystals. If the urine be only very 
feebly ammoniacal, or jiave only recently become ammoniacal, 
the phosphatic crust may be only a thin film. In the case of 
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large or old phosphatic concretions, fragments of phosphatic 
debris are frequently voided with the- urine. If the ammonia- 
cal reaction of the urine is once established in a case of stone, 
it seldom afterwards gives place to an acid reaction. 

MEDICAL TEEATMEXT OF GEAVEL AND CALCULI. 

Chbvawbr —On the Dissolution of Gravel and Stone in the liiadder, (trans¬ 
lated by Edwin Lee). Med. Gaz. 1837, p. 430. 

Cn. Petit —Du Traitement Medical des Calculs Urinaires pir les Eaux do 
Vichy. Paris, 1834. 

Cu, Petit —Nouvolles Observiitions dc Gueriaons, etc. Paris, 1837. 

Cii. Petit—D u Mode d’Action des Kaux Mincralcs dc Vichy. Pari.s, 1850. 
O1VIAI.E— Du Ti-aiteraent M6dical de la Pierre. Paris, 1840. 

Tho.vi>son (Sir H.)—I’reventivc Treatraont of Calculous Disease and the me of 
Solvent Eeniedics. Lend. 1873. 

Two objects are to be held in view in the medical treatment 
of gravel and calculi, namely (A), to prevent the formation of 
a concretion when a tendency thereto exists ; and (B) to dis¬ 
solve or facilitate the expulsion of concretions already formed. 
The treatment of the organic lesions which are incidental to 
the presence of calculi in the urinary passages, will be con¬ 
sidered—in so far as they implicate the kidneys and their 
immediate appendages—in Part III. with the other organic 
ailections of the kidneys. 

(A) PEEVENTIVE TEEATMENT. 

The disjxisition to the production of gravel ani^stone gene¬ 
rally passes by undetected until a concretion is actually formed, 
The general health is, usually, not markedly disturbed, and the 
local symptoms only attract attention when the urinary pas¬ 
sages begin to resent the presence of the foreign body. 

Sometimes, however, the practitioner becomes aware before¬ 
hand, from the character of the urine or other, circumstances, 
that the formation of a stone is a probable event unless pre¬ 
ventive means be adopted. 

The occurrence of a deposit of uric acid or oxalate of lime 
'after the urine has stood some hours, indicates no special risk 
of the formation of a stone ; but if either of these substances 
be voided tvM the urine, as gravel, such a risk does certainly 
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tScisfc, and demands to be provided for. Again, if the nrine, 
although clear when voided, lets tall a crystalline deposit before 
it has compleMi/ cooled, as may sometimes be seen, especially in 
children, the danger of the formation of a stone should not be 
overlooked. The presence of cystine in the urine is, at all 
times, a circumstance which demands precautions against the 
formation of a calculus. The existence of an ammoniacal state 
of the urine, also, always involves a risk of the deposition 
of the secondary phosphates. 

Independently of the existing state of the urine, evidence of 
a calculous tendency is sometimes obtained from the antece¬ 
dents of the patient. If the patient have recently voided a 
concretion with the urine, or if one have been removed from 
his bladder by surgical operation, there is reason to apprehend 
a continuance of the calculous tendency, and the formation of 
a new concretion. 

Under any of these circumstances, preventive measures are 
demanded. These may be divided into general and special. 
The former apply to calculous tendencies of every kind ; the 
latter to thi’eatened formation of some particular species of 
stone. 

Among the general indications, the most important is to 
obviate undue concentration of tlie urine. This is effected by 
the systematic use of increased quantities of aqueous drinks. 
The urine is apt to reach the gi’catest degree of concentration 
at hours remote from meal-times (csiiecially during the two or 
three hours which precede a late dinner), and during the hours 
of sleep. At these periods the flow of the urine is exceedingly 
scanty ; it is long delayed in the bladder before there is any 
call for its evacuation ; its solid constituents are in excessive 
proportion to the watery parts, so that the urine resembles a 
supersaturated saline solution ; it is also very acid. Here are 
united all the conditions most favourable to the separation of 
some of its less soluble components. Dr. Prout pointed out 
that the recumbent pos^^, during sleep, famished an addi¬ 
tional source of apprehension, inasmuch as the urine is «o 
longer aided in its descent by the force of gravity; it therefore 
lingers and accumulates in the pelvis of the kidney, and is liable 
to deposit some of its constituents therein. 
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All these untoward contingencies arc obviated by the simple 
expedient of taking a tumbler of water a couple of hours before 
dinner, and another before retiring to rest. By this means 
the urine is diluted, and its escape hastened at the periods 
wlicn it would otherwise be dangerously saturated, and unduly 
dcilayed in the excretory conduits. Two other points are 
worthy of attention, with a view of maintaining the urine in a 
state of sate dilution, and providing for its undelayed expulsion. 
These are : first, that a too great interval shall not elapse be¬ 
tween any two meals ; and, secondly, that the {Ksriod devoted 
to rest in bed shall not be too prolonged. From observations 
recorded in a previous page, it is seen that a meal both renders 
the urine more abundant, and lessens its acidity. An indivi¬ 
dual who shows a tendency to calculous formations should, 
therefore, be directed to take four or five light meals during the 
day, at about equal intervals, and to rise betimes in the mornimr. 

When the nature of the calculous tendency is ascertained, 
either from the character of the deposit, or from the composi¬ 
tion of a previously voided concretion, further and special 
precautions should be recommended. 

If the tendency be to the precipitation of uric acid, the 
acidity of the urine should be lowered by the moderate employ¬ 
ment of the bicarbonate or citrate of potash. A drachm of either 
salt may be taken in a tumbler of water at bed time, and again 
on rising m the morning. The diet should be regulated in 
such manner that animal flesh shall not form a too prominent 
part of it. Eich wines and heavy meals must berstrictly pro¬ 
hibited, and a bland, mostly farinaceous, diet substituted. 

The deleterious effects of high diet on uric acid gravel, is 
aptly illustrated in an example furnished by Magcndie:— 

Mr. —, a merchant in one of the Hanseatic cities, possessed in 1814 
an ample fortune, and he lived in accordance with his means—kept a good 
table, and indulged in its pleasures freely. He was at this time tormented 
with gout and graveL Unexpectedly, he lost all his fortune througli a 
IMilitical crisis, and was obliged to take refuge in England, where he lived 
n»re than a year, almost in poverty, amid numerous privations; but his 
ravel completely disappeared. Littie by little .he succeeded in repairing 
is alfafa-B ; he resumed his old mode of life, and the gravel was not long in 
reapiMiaring. A second reverse robbed him in a short time of all he had 
gained. He passed into France almost without resources, and his regunen 
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was congonant to his means ; the gravel disappcai-cil. Once again his in¬ 
dustry restored him to a life of plenty and ease ; he abandoned himself 
again to the indulgenees of the table, and with them ap^ieared once nioni 
liis old enemy the gmvel. * 


The special preventive treatment of cystine concretions is 
identical with tliat of uric acid. 

With regard to oxalatf of lime, the principal indications are, 
to dilute the urine by abundant regulated potation of aqueous 
drinks, and to encourage the action of the skin by baths, fric¬ 
tions, the use of flannel clothing, and exercise in the open air. 
It is important also to guard against the use of certain vege¬ 
tables which contain large quantities of oxalates and superoxa¬ 
lates in their tissues. The general use of rhubarb tarts in this 
country in the spring months, and the use of sorrel as salad in 
France, are probably frequent causes of oxalate of lime concre¬ 
tions. Magendie records two cases in which it appeared highly 
probable that mulberry calculi had been produced by the daily 
use of sorrel (1. c. p. 121). Both these articles should be abso¬ 
lutely forbidden. 

Mineral and potable waters which are rich in lime, should 
likewise be avoided. 

Holler recommends alkaline substances, on the grounds tliat 
oxalate of lime long digested with alkaline carbonates is re¬ 
solved into a soluble oxalate, and that uric acid is the source 
of the oxalic acid which appears in the urine. Experiments 
performed by myself on mulberry calculi, yielded no evi¬ 
dence that the alkaline carbonates exert any solvent action 
thereon. As to the second point, alkalies do not prevent undue 
formation of uric acid, but merely facilitate its elimination. 
Nevertheless, I have seen mstances in which rendering the 
urine freely alkaline, caused an oxalate of lime deposit to tem¬ 
porarily disappear from the urine. 

Basic phosphate of lime and carlonate of lime (unmixed 
with triple phosphate) arc among the rarest forms of urinary 
calculi Against them, the proper precautionary measures are, 
to endeavour to remove the alkalescence of the urine by the 
exhibition of carbonic acid water, and to exclude as much as 


Magendie, Pe la Gravelle, p. 2S. 
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possible all articles of food and drink which are rich in cal¬ 
careous salts. 

The precipitation of the smndary plmplMks frequently re¬ 
quires precautionary measures to prevent calculous concretions. 
If severe cystitis follow lithotomy or lithotrity, there is cause 
to fear a dejwsition of phosphatic matter upon some fragment 
left in the bladder, or on a mass of inspissated pus and mucus. 
Indeed, whenever the urine is highly ammoniacal, the same 
danger is not remote. To guard against it, the irritation of 
the blatlder should be allayed by appropriate means, and the 
viscus should be thoroughly washed out, at least twice a week, 
with water, or with a solution containing a drachm of the com¬ 
mercial muriatic acid to a pint of water. 

(ft) SOLVENT TBEATMENT. 

For therapeutical purposes, uriuaiy calculi may bo divided 
into two classes, viz., those which are soluble in alkalies, and 
those which are soluble in aeMs. To the former category be¬ 
long uric acid, the urates, and cystine: to the latter, phosphatic 
and mulbeny calculi. Those which are soluble in alkalies may 
(conceivably) be attacked by alkalising the urine by means of 
certain salts administered by the month, or by injecting alka¬ 
line solutions into the bladder. Those which are soluble in 
acids can only be attacked by the latter method, inasmuch as 
acids cannot be made to pass through the kidneys, save in in¬ 
significant proportions.* 

It will, however, be shown in the sequel, that alkaline sub¬ 
stances used in the way of injections, act so feebly on uric acid 
calculi, that no useful results can be expected from their opera¬ 
tion ; also that mulberry calculi are unassailable by any solvent 

* Varions attempts have also been made to apply galvanism to the snlntion 
of stones in the bladder. It was ingeniously conceived that the decomposition 
of a solution of nitrate of potash within the bladder, by a galvanic current, 
would set free, simultaneously, both nitric acid and caustic potash—one or 
other of which is capable of acting on every variety of stone, ftut the me¬ 
chanical difficulties of this proceeding Iiave hitherto proved insurmountable : 
and the slow action which my experiments jmove solutions of caustic jiotash 
to have on uric acid calculi, and solutions of nitric acid on mulberry cjilciili, 
render it hopeless ever to obtain results of practical utility by this inetho<l. 
See also Heller's Hamconcretionen, p. 99. 
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method hitherto proposed; so that the solvent treatment of 
urinary calculi resolves itself^ practically, into two lines of 
action, viz., attacking uric acid calculi (and their congeners), 
by alkalising the urine by means of medicines administered 
internally, and phosphatic calculi, by injecting acid solutions 
into the bladder. 

It is a noteworthy fact, that alkaline substances had obtained 
an extended rejmtation in the ti'eatment of calculous disorders, 
long before the composition of urinary calculi had been dis¬ 
covered. In 1739, a remedy of this class—the nostrum of 
Joanna Stephens—made so great a noise, that Parliament ap- 
iwinted a commission of professional men to inquire into its 
virtues. The commission reported favourably, and a reward of 
£5000 was assigned to Miss Stephens for the secret of its com¬ 
position. The active ingredients in this nostrum were burnt 
egg-shells and snails, with Alicant soap. As soon as the secret 
was divulged, soap, soap-ley (solution of caustic potash), and 
lime-water, were tried in all kinds of calculous cases. The in¬ 
discriminate use of the remedies led, as might have been anti¬ 
cipated, to contradictory results. Both successes and failures 
were published in large numbers;* and opinion was much 
divided as to their utility. About this time the successes of 
Chcselden gave a great impulse to lithotomy, and the use of 
solvents gradually fell into discredit. The subject was resus¬ 
citated in France about a century later, under the inspiration 
of the great advances then made in chemical science, and espe¬ 
cially of the discoveries of Wollaston and Fourcroy into the 
nature and composition of urinary calculi. The virtues of the 
alkaline bi-carbonates—and more particularly of the bi-carbo¬ 
nate of soda, the active ingredient of the Vichy springs—were 
brought into prominence; and a considerable number of cases, 
successfully treated by these means, were published by Cheval- 
lier and Ch. Petit. Bi^t again, the absurd claim of universal 
efficacy brought the solVent treatment into contempt; and for 
the last twenty years,\and more, urinary calculi ha^ been 
almost wholly abandonel^ to the surgeon. 

A perusal of the liteVature of these two periodsj however, 

* Ploucquet gives a list of mipre than forty papers and pamphlets, pnblbhed 
on the subject about 174U. 



SOLVENT TEEATMENT. 


299 


strongly suggested the desirability of subjecting the question 
to a new examination, with a view of ascertaining the causes of 
the discrepant experience of past times; and also of indicating 
with some approach to certainty, what may be rationally ex¬ 
pected from a solvent treatment, in what cases it is applicable, 
and the precise mode of carrying it out effectually. 

For the purimse of clearing up these questions, the present 
writer undertook an extensive series of experiments, and made 
numerous clinical observations. The facts observed are em¬ 
bodied in a paper read before the Medical and Chirurgical 
Society, on March 28, 1805. To this paper tlic reader is re- 
teiTed for fiillcr details. The results obtained seem to demand 

• 

a considerable modification of tlic prevailing Of)iiiion regarding 
the inutility of the solvent treatment. They do not by any mean^ 
indicate the uencral possibility of substituting a solvent for a 
mechanical treatment of vesical calculi; but they suggest an 
essential improvement in the treatment of reml calculi; they 
also indicate that uric acid and cystine, mider certain circum¬ 
stances, are capable of solution in the bladder, by means of 
alkaline salts administered by the mouth, at a rate which admits 
of practical application ; and that, in certain picked cases of 
this class, a solvent treatment deserves to be resolutely tried, 
before having recourse to the more dangerous methods of 
lithotomy and lithotrity.- 

Atteption was naturally directed in the first instance, and 
chiefly, to uric acid, both on account of its being by far the 
most common constituent of urinary calculi, and also ou account 
of its offering the greatest probabilities of success. But the 
inquiry was not altogether confined to uric acid: experiments 
were also made on the solubility of cystine, oxalate of lime, 
and phosphatic calculi. 

On the Solvent Tbeatment op Ubio Acid by the An- 

l^IBTEATION OF AlKALINE SALTS BY THE MOUTU. 

The inquiry respecting uric acid, set out from two known 
data, viz.:— 

First .—That solutions of the alkaline carbonates exercise 
. a solvent action on uric acid. 
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Second .—That the nrine can he rendered alkaline from 
alkaline carbonates by the administration of certain 
salts by the month. 

Starting from these data, a number of. preliminary questions 
immediately presented themselves, which it was necessary to 
answer before proceeding to the more practical part of the 
inquiry. These were ;—1. Whether is carbonate of potash or 
carbonate of soda • the better solvent for uric acid ? 2. What 
is the best strength of solution to employ ? 3. What is the 
effect of varying quantities of the solution on the results 
obtained ? 

Answers to these questions were sought by placing sections , 
of uric acid calculi usually weighing about 100 grains, in 
iP oz. phials, and causing currents of the different solutions, at 
blood heat, to pass over them at a regulated rate. 

1 . With regard to the comparative solvent powers of 
CARBONATE OF POTASH AND CARBONATE OF SODA, the experi¬ 
ments indicated clearly that i)otash dissolved uric acid more 
rapidly than soda. A solution of carb. potash, containing 30 
grains to the pint, dissolved daily 11'9 pdr cent, of a uric acid 
calculus ; while a solution of carb. soda of equal strength, dis¬ 
solved only lO’S per cent. The potash salt possessed a further 
advantage in its wider range of solvent power with the stronger 
solutions. This latter point will be better understood after 
the effects of solutions of different strength have been con¬ 
sidered in the next paragi'aph.t 

2. The Strength of the Solution was fonnd to affect 
its solvent capacity more than any other condition. It soon* 
became apparent that only veiy weak solutions could yield any 

• The experiments were prineiiKilly directed to ascertain the effects of the 
alkaline carbomta, hecause all salts which have the jmwer of alkalising the 
nrine to a useful degree, appear in the urine as carbonates. A number of 
other salts were however tried, viz., neutral and alkaline borates, phosphates, 
and soaps. 

f Several experiments were also made with carbonate of lithia, which has 
been much vaunted in recent times as a solvent for uric acid. Its power was, 
however, found much inferior to that of tlie carbonates of potash and »xla. 
Its reputation seems to have arisen from its comparative iasolubility. Only 
weak solutions of carb. lithia cotUd be employed, and these were compared 
with solutions of potash and soda which were too strong. 
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nseful results. The greatest solvent power was found to reside 
in solutions containing from 40 to CO grains of caibonato 
to the imperial pint. Below this strength, the power of the 
solutions gradually declined, until, with solutions containing 
less than three grains to the pint, the solvent power scarcely 
exceeded that of ordinary water. On the other hand, with 
solutions above the stfength of 60 grains to the pint, dis¬ 
solution was impeded, and finally arrested, by the formation 
of a white crust or coat of alkaline bi-urate on the surface of 
the calculus. With a solution of 80 grains to the pint, 
this bi-urate crust was loose and easily detached, like a layer 
of whitewash ; but with a solution of 120 grains to the pint, 
the crust was tenacious and adherent, and very little dissolu¬ 
tion took place with carbonate of potash, and none at all with 
carbonate of soda. With solutions of 160 and 240 grains to 
the pint, there was no loss of weight with potash or soda j the 
fragments became invested with a thin tough coating of white 
bi-urate, resembling white paint, which put a stop to all solvent 
action.* 

The following table exhibits the results obtained with solu¬ 
tions of carbonate of potash of vaiying strength :— 

Strength of solution. Daily average lo8« of weight. 


240 grains per pint . 



0 per Cl 

160 

T* 



0 

120 

tf ‘ 



3-0 

SO 




9-8 

60 




20-2 ,, 

40 




15-6 

80 

»> • 



11-9 

20 

»» 



no „ 

10 

>» 



6-5 

f> 

»♦ * 



6-0 „ 

21 




2-8 „ 

1 

ft 



„ 


The quantity of solution permitted to fiow over the stone 
was, generally, six pints in the twenty-four hours. 

3. It was at fii-st supposed that the quantity of the solu¬ 
tion permitted to flow over the stone, would greatly influence 

• For further iafomuition regarding this white coating of bi-uratd, see an 
abstract of a paper by the author in the Trans, of the Brit. Assoc, for the AUt. 
of Science for lS(iI ; also Beale's Archives fur 1862. 
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the rate of dissolution ; but on actual trial, the effect of quan¬ 
tity, within the limits necessarily imposed by the capacity of 
the kidneys to eliminate fluids, proved to be comparatively 
unimportant. In order to obtain comparable results, dilfei’ent 
quantities of a solution of uniform strength were passed over 
the same stone on successive days. 

A solution of carbonate of potash, containing thirty grains to 
the pint, gave the following results ;— 

Paily flow. Pnily loss of weight. 

16 pints .... 13*0 i)ei‘cent.. 

8 ,, . . . . 36 0 ,, 

6 .... 10*2 „ 

4 „ . . . . 9'5 „ 

A flow of even one or two pints per day, witli a solu¬ 
tion of suitable strength, produced a copious dissolution! 
Two pints of a solution of carbonate of potash, containing 
forty grains to the pint, caused a daily dissolution of 17-1 per 
cent. 

4. With regard to tne absolutjs iutb op dissolution 
attainable, the experiments opened out an inviting prospect* 
The solutions of maximum solvent power dissolved from ten 
to twenty per cent, of the calculi in the course of twenty-four 
hours. If results approaching these could be obtained in the 
living body, a little consideration will show, that such an im¬ 
pression could be made on a mic acid concretion, in a few 
weeks or months, as would either entirely dissolve it, or reduce 
its dimensions to a point, which would enable it to escape 
spontaneously by the natural passages. 

Having disposed of these preliminary inquiries, the next 
points to be ascertained were: tite best way of alkalising the 
urine, so as to impart to it an alkalescence corresponding to 
that of solutions of carbonate of potash of maximum solvent 
power; also to examine the actual effect of alkalised urine 
passed over uric acid calculi, in a phial, at blood heat. 

5. The most convenient way of alkalising the uhine 
was found to consist, in giving frequently repeated doses of the 
acetate or the citrate of potash. Both these salts are extremely 
soluble; they are well borne by the stomach j they do not 



SOLVENT TREATMENT OF URIC ACID. 303 

interfere with digestion nor occasion purging. Weight for 
weight, the two salts were found to possess nearly equal 
alkalising powers. With some individuals the acetate agi*eed 
better than the citrate; with others the converse was the case. 

In order to maintain the urine at a degree of alkalescence 
that should coiTespond to the maximum solvent power of solu¬ 
tions of carbonate of iwtash (*. e., an alkalescence equal to 
about 60 grains of carbonate to the pint), it was found neces¬ 
sary, in adults, to administer from 40 to 50 grains of the 
acetate or citrate of potash, dissolved in three or four ounces 
of water, every three hours. 

It was found quite impossible to maintain the urine at an 
alsoluMy mutant degree of alkalescence, however short the 
intervals at which the dose was repeated. The activity of the 
kidneys oscillates from hour to hour ; at one time the urine 
is secreted abundantly and dilute, and then the degree of 
alkalescence necessarily falls; at another time it is secreted 
more scantily and more concentrated, and then the degree of 
alkalescence rises. When, however, the above dose w’as ex- 
liibited with regularity, every second or third hour, the oscilla¬ 
tions rarely passed an alkalescence equivalent to 20 grains to 
the pint, on the one hand, and 80 grains to the pint on the 
other : and, as a rule, the alkalescence ranged between 35 and 
(!0 grains to the pint—which corresponds, sufficiently exactly, 
with the maximum solvent power of a solution of carbonate of 
potash in water. 

6 . When urine, alkalised by the internal administration of 
these salts, was passed over the surface of uric acid calculi, at 
blood heat, the calculi were found to undergo solution at the 
MEAN HATE of 12j grains in the 24 hours. 

In performing this experiment it was found, that, unless the 
calculus and the phial were frequently cleansed by immersion 
in water, the urine became ammoniacal, and the calculus became 
covered over with a crust of the mixed phosphates, which 
speedily put a stop to the solvent action of the alkalised urine. 
An imfwrtant practical deduction flowed from this fact, viz., 
that when an ammoniacal state is developed, the solvent jmofr of 
alkalised urine is entirely mdl^ied, hy the deposition of the mixed 
phosphates on the surface of the calculus. 



304 


GRAVEL A^D CALCULUS. 


The urine of patients taking full doses of the citrate or 
acetate of potash, is generally clear, and shows no tendency 
to deposit, even on standing. But this is not invariably the 
case; it is sometimes turbid from deposition of the amorphous 
phosphate of lime. Two conditions seemed especially to 
favour this deposition, namely, the febrile state, and the diges¬ 
tion of a heavy meal. The amorphous phosphate is not un- 
frcqucntly deposited, as we have already seen (p. 60), after a 
meal, in healthy persons who ai'e not taking any alkalising 
medicines: the circumstance is, therefore, not to be regarded 
as an unn atural or hazardous one. It is, farther, to be borne 
in mind, that the amorphous phosphate differs essentially from 
the mixed phosphates thrown down in an ammoniacal urine. 
The former is a loose flocculent substance, which shows no 
tendency to aggregate into concretions; the latter, on the other 
hand, is partly crystalline, and speedily encrusts any object 
brought into contact with it. The establishment of this dis¬ 
tinction disposes of one objection which has been urged 
against alkaline solvents. 

It now remains, to bring forward illustrations of the appli¬ 
cation of the solvent treatment in practice; to distinguish the 
cases in which the treatment is applicable; to lay down 
directions for carrying it out effectually; and, finally, to 
examine some of the objections which have been urged 
against its employment. 

7. lUitiSTnATiONS of the practical cmidoyment of alkaline 
solvents may be divided into cases of renal calculi, and cases 
of vesical calculi 

One of the first rational attempts to treat rejial gravel of 
uric acid by alkaline solvents, was made by the celebrated 
Mascagni in his own person. He gives the folloudng account 
of his case in the Memoirs of the Italian Society for 1804 ;— 

1 had been subject for several years to pains in the Inmbar regions, and 
1 voided from time to time gravelly concretions of a yellow-ochre and 
brick-red colour. Knowing that gaseous alkaline fluids had been used in 
such cases, 1 took some on several occasions with benefit. I imagined I 
could obtain greater effects with carbonate of potash. 

In the month of August and September, 1799, having been obliged to 
load a sedentary life, 1 was cruelly attacked with pains in the kidneys, and 
1 voided a considerable number of small concretions, some of which were 
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large enough to ho regarded ns veritable calculi. They were reddish and 
crystalline; they were deposited at the bottom of the vrasel each time I 
made water, and I could see their glistening facets through the trans¬ 
parent urine. I was also subject to an excess of acid in the stomach, 
which was perceived in the mouth. I examined my urine and found in it 
a free acid, which, as well as the concretions, I recognised as consisting of 
uric acid. 

Having thus assured myself of the nature of the concretions I was void¬ 
ing, I resolved to make use of the carbonate of potash and to observe the 
result. I took the ttrst day about a drachm, one half in the morning fast¬ 
ing and the other half in the evening. I dined at one o’clock in the after¬ 
noon. This salt dissolved in ten ounces of water had very little taste, it 
caused no disturbance of the stomach or lajwols ; but as soon as I swal¬ 
lowed it^ it occasioned a considerable disongageincnt of carbonic acid gas, 
which was felt in the mouth and discharged by the anus. 

The second day I took two drachms, and the third day three drachms ; 
and I continued this dose, dissolved in twenty ounces of water, fur ten. 
days. Before using the carbonate my urine was very acid, and intenstdy 
reildened blue litmus pap<ir. Ou the second day the paiHW changed colour 
very little, and none at all on the third day. The acid of my urine was 
therefore saturated. At this epoch the renal pains diminished, and 1 voided 
no more gravel with the urine. Afterwards the pains ceased entirely, the 
urine became leas loaded, and I renifl/i i/u-d the imtaah in emess. 

1 ceased to use the carbonate of poteh, and for some months I voided no 
concretions. Being subsequently attacked with the same symptoms, I had 
recourse to the same remedy, and 1 obtained the same good effects. 1 
have repeated this mcdico-chemie^rl experiment every time I have felt the 
same inconvenience, and always with success. Two years have now elapsed 
since 1 voided any concretions, though I no longer make use of the 
potash.* 

The following example from my own practice is not dis¬ 
similar : 

In July, 1860, a stout, middle-aged gentleman brought to me eleven small 
concretions, varying from the sixe of a pea to that of a largo pun’s head. 
He had voided these with the urine a few days previously; they were com¬ 
posed of uric acid. Ho stated that three years before, he was attacked with 
renal colic, which subsided on the third day with the discharge of a small 
calculus by the urethra. From this period to the time of my seeing him, 
attacks of renal colic, terminating in the discharge small brownish 
concretions, recurred with great regularity at intervals of three or four 
months. 

The urine was found to be acid and high-coloured: fhe general health 
was wmewhat impaired by his periodical sufferings. 

In projeoting the plan of treatment, it was considered that the patient 
had in all probability a number of similar concretions still lodged in his 

* Kagendie, De la Ghavtlle, p. S6. 
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kidneys. The dissolation of these was the first object; the next was to 
prevent their formation in the future. Seeing the small size of the con* 
oretious, it was thouglit that by keeping up a persistently alkaline state of 
the urine for a week or two, complete dissolution of them would be effected. 
Witli this view citrate of potash, in two-scruple dosies, dissolved in half a 
pint of water, was admiipdered every three hours for a fortnight. After¬ 
wards the patient took a drachm of the same salt in a tumbler of water 
night and morning for a period of three mouth.s. As no recurrence of the 
reiiiil |udns took place, nor the discharge of any concretions, the medicine 
was discontinued ; but the patient was instructed to take every night before 
going to bed a tumbler and a half of water. Tliis practice he has coii- 
tiiiiied up to the present time (October, 1864). There has been no return ■ 
of the symptoms. 

A considerable number of examples of the snccessful treat¬ 
ment of veskal calculi by alkaline solvents lie buried in the 
forgotten publications which appeared in this country alxtut 
the middle of the last century, when the remedy of Miss 
Stephens made so great a noise. Some fifteen or twenty cases 
were also collected by Chevalier and Petit at a later epoch, 
when the question was resuscitated in France thirty years 
ago. 

Most of these reports are vitiated by the absence of infor¬ 
mation as to the nature of the stone and the condition of the 
urine. At the former epoch (1740), urinary calculi were all 
supposed to be of the same nature, and that an unknown one. 
At the latter epoch the chemical composition of urinary calculi 
was indeed known, but some of the most important points in 
their development were misunderstood; urinary chemistry was 
still in its infancy ; and the same absurd pretension of uni¬ 
versal efficacy was put forth on behalf of alkaline substances 
which swamped their reputation in 1740. 

One of the best illustrations from the earlier records is sup¬ 
plied by i)r. James Jurin, who was himself the sufferer. 

He was for many years snlgeet to red gravel. At Christmas, 1740, he 
voided a small stone, after suffering four days ftom nephritic colic. lix 
January and February foUowing, he perceived nnmistakeablc symptoms of 
stofie in the bladder. Tliese he describes at great length, and with re¬ 
markable clearness. 

In Harch, he began to take lixivium of soap or soap-ley; (a strong 
solution of caustic potash), in gradually increasing doses, until he reached 
tbs amount of an ounce or an ounce and a quarter daily. He took for a 
single dose one or two teaspoonfuls of the ludvinin diluted with three- 
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quarters of a pint of water. The soap-ley which he employed was “one- 
liftU jmrt heavier than river water" its specific gravity was 1200, 
which is about tiuree times as strong as the liq. potassie of the Loudon 
rimrmacopceia). 

He continued tliis treatment for five months. On the 10th of July he 
voided a small smooth stone of the siso of annsat, and of a reddish colour. 
On tile 27th of the same month ho voided 0 second stone. On August the 
6th he voided a tliird stone; and about the beginning of September a 
fourth. 

All his symptoms now disappeared, and he discontinued the medicine ; 
but in December he had a letum of the vesical symptoms ; he also noticed 
that his urine again furred the chaiuber-pot, and that ho voided a little 
red gravel, as he bad formerly done. He went back to the soai>-ley, and 
in the course of a week parted with a small rough reddish stone. Prom 
that time he continued perfectly easy. He still took a couple of tea- 
sgiouufiUs of the lixivium each day, and this he found sufiicient to keep 
the urine from funing the utensiL* 

The calctili in this case were nndonbtedly nric acid, as may 
be learnt not only from their red colour, but also from an 
experiment which Dr. Jurin made; he found that they dis¬ 
solved in the alkaline ley and in lime water. 

Of the cases collected in France, I will only cite one. In Che¬ 
valier’s essay, ten cases of the successful use of the bicarbonate 
of soda are recorded. Dr. Petit has contributed some half-a- 
dozen additional cases illustrating the effects of Vichy waters 
(which contain 44 grains of bicarbonate of soda to the pint). 

M. de 1.1 -, fifty-one years of age, was sounded by Ijcroy d’Etiolles, 

who found a stone in the bladder. Tlus he believed to be not laigc, and 
suitable for crushing. The patient, however, went to Vichy, and drank 
the fiist day seven or eight glasses of the waters. The next day he toek 
fifteen glasses, and the urine, which was pmviously very acid, became 
constantly and strongly alkaline. In a few days he took twenty-two and 
twenty-four glasses. The symptoms, which were before sevae, now sub¬ 
sided more and more, and after seventeen days of treatment he voided a 
smooth uric-acid concretion which bore evident traces of dissolution. Prom 
this moment he continued wholly free from symptoms, and was able to 
take violent equestrian exercise without the least inconvenience, f 

* The record of this case is bound up with Hatty's Observations o^oanna 
Stephens’s Medicine for the Stone. Loud. 1742. Another good case inflated 
by Whytt, in his Essay on lime-Water. Edin. 1762 : and a third, in which 
the snccesrful resnlt is vouched for by a post^nortem. examination made seven¬ 
teen years afterwards, is recorded in the Philosophical Transactions for 1746, 
by Dr. Pringle. 

f Dr. Ch. Petit, Du Mode d'Aeiion des Hoax Mindrales de 'Hchy, p. 27H 
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The causes which led to the discredit and final abandonment 
of the alkaline treatment, in spite of tlie large mass of eridence 
in its favour, are now easy to understand. The most important 
of these was the erroneous claim to universal applicability set 
up for it by its advocate. My experiments prove unequivo¬ 
cally that it is wholly powerless in all eases where the urine is 
ammoniacalalso in all cases of oxalate of lime calculi, and in 
every variety of phosphatic calcuH. No benefit can be derived 
from it except in cases of uric acid and cystine cdculi, and in 
these, only where the urine has not become ammoniacal. The 
indiscriminate use of the treatment, therefore, could only result 
in disappointment. Further, the treatment was carried out in 
a very imperfect manner. In the earlier period (1740), alka¬ 
line substances were given in the- form of soap, calcined egg¬ 
shells, lime-water, or solutions of caustic potash—all of them 
nauseous to the taste, apt to derange the stomach, and difScnlt 
to administer in sufficient doses to prove efficacious. In the 
later period (1840), Vichy waters were chiefly relied on. These 
contain soda, which, as we have seen, is an inferior solvent to 
potash; and the great dilation of the remedy in the Vichy 
waters must seriously impair its power. 

My own experience of the alkaline treatment in vesical 
calculi, was gathered before some important points were 
understood, which later inquiries have m^e clear to me. 

My firsA case was one of tiric-acid calculus, and in every way suitable 
for the solvent treatment; but it was carried out very imperfectly, and 
was not persevered in suificiently long to effect complete dissolution. The 
patient was a boy, four years - of age, admitted into tbe Manchester 
infirmary, Dec. 1, 1868. The urine was acid, but did not deposit any 
crystalline sediment. He was placed under the influence of the tartrate 
of potash and soda (flochelle salt), in the doses, at first, of twenty grains, 
and afterwards of thirty grains, dissolved in from four to six ounces of 
water, every two hours. The treatment was continued for six weeks. 
Tlie urine was thereby rendered very freely alkaline. At the end of this 
period the sound still disclosed the presence of a stone, and the operation 
of lithotomy was accordingly performed by my colleague, Mr. Boutham, 
with jAfect success. Two c^culi were extracted, which together only 
weighed twenty-two grains; they were composed of pure uric acid, and 
their surfaces were perfectly smooth, and polished like river pebbles, 
without a particle of ^osphatio inenurtation. 

My present experience enables me tojmint ont two errors m 
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tlie plan of treatment followed in this case. In the first place, 
the quantity of fluid in which the salt was dissolved was much 
too large; and in the second place, the salt used had too feeble 
an alkalising power. Eochelle salt, on account of its large 
proportion of water of crystallisation,‘has less alkalising power 
by more than one-third than an equal weight of the citrate or 
acetate of potash. 

Notwithstjanding these drawbacks, it is not possible but that 
a considerable amount of dissolution liad taken place. The 
urine was kept constantly, though feebly, alkaline for sLv 
weeks ; there was no carbonate of ammonia-developed in it, 
and no trace of phosphatic deposit on the stones. These arc 
conditions in which, as my experiments prove, uric acid must 
undergo solution. The two calculi when extracted weighed 
only 22 grains ; and yet one or both of them must have existed 
in the bladder for a period of three years, for the symptoms of 
vesical calculus had been distinctly noticed for so long. It is 
scarcely conceivable that these stones had not attained, in this 
length of time, a greater magnitude than they possessed when 
extracted : and it seems not too much to suppose that had the 
treatment, imperfect though it was, been persevered in for 
another week or fortnight, the size of the concretions wouild 
have been sufficiently reduced to permit their escape sponta¬ 
neously by the urethra. 

My secemd case was a boy, aged twelve, an inmate of the Manchester 
Children’s Hospital, under the charge of Dr. Borchardt and Mr. Smart, 
who kindly permitted me to direct the treatment. The urine was acid ; 
it eontoined a little pus, and had an inordinate tendency to dejiosit uric- 
acid crystals. 

On Sept. 19, 1860, the i>atient was directed to take twenty grains of the 
acetate of potash in two ounces of water every three hours. This treat¬ 
ment was continued for thirty-four days ; the urine was rendeml thereby 
continuously alkaline. At the end of-thirty-four days, the .stone, being 
still found on sounding, was successfully ext^ted'by Mr. Smart. 

The calculus weighed 180 grains, and its'form was a flattened oval; it 
was found to be composed of alternating layers of uric acid and o|^Iate of 
lime ; and its surface presented a most peculiar appearance, which fur¬ 
nished on interesting and irrefragsble proof of the solvent action of the 
alkalised urine on the uric-acid layers of the stone. 

The outermost layer consisted of uric acid, and over the larger circum¬ 
ference of the stone it had a fhickness in. its deepest parts of about a line 
dlid a half; but on the flattened surfacesdhe uric acid was dissolved away. 
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and tlie sulyaccnt layer of o:calfitp of lime cropped tlnimgli it to a con- 
sideralde extent. On one side the exjiosed patch of oxalatawas as large 
:is a sixpence, and pioscnteil the oi-dinary tiiherculated !ipi)oaranec ami 
dark brown eolonr of a mulljcrry cahndus. On the opiwsite side tW'O islets 
of oxalate were uncovered, each about the size of a largi- gjdit-pea. Sur¬ 
rounding the ex]K)sed patches of oxalate were found the remnants of a 
thinner, more sui«!rfieial, and incomplete layer of oxalate of lime. The 
irregular patches of this latter layer occnjiied a higher level than the sur¬ 
rounding surface of uric acid ; and herj and there little elevations of uric 
acid could he seen siumounted with a shield of oxalate of lime. These 
elevations were partially undenuiued ; the uric acid had been attiwked by 
tlie solvent, and the protecting shield of oxalate of lime, was in process of 
being thrown otfby the gradual melting of its support. 

The general aurihc6 of uric acid had a characteristic water-worn appear- 
aiiei!. There were no minute mamillationa such as usually .stud the .sur¬ 
face, of uric-acid concretions; but the .surface was undulating, and the 
hollows and inleiwcuing ridges were perfectly smooth. Ho trace of phos- 
jdiatic deposit existed on any p)ortion of the stone. 

Comjtlctc solution of the cakmlus was not possible in this 
ease. A concretion composed of a uniform mixture of uric 
acid and oxalate of lime, was found to be attacked with con¬ 
siderable facility, by a solntion of carbonate of potash, in the 
jiltial; and the present specimen shows that thin and incom¬ 
plete layers of oxalate of lime m.ay be undermined and disin¬ 
tegrated by alkulised urine; but if the stratum of oxalate be 
complete, and entirely invest the stone, it puts an absolute bar 
to further solvent action. Thi.s was the case in the instance 
before ns. The partially uncovered laj'cr of oxalate of lime 
surrounded the entire stone; and as soon as the dissolution of 
the superincumbent layer of uric acid had been completed, 
no ftirtber diminution of size could have taken place. 

The treatment was not carried out in this case as efficiently 
as it might have been. The dose of the acetate should have 
been nearly donblc: this would have considerably more than 
doubled its solvent effect. The alkalescence of urine piodnced 
in a boy of twelve by twenty grains of the acetate every three 
hours is but feeble, end does not approach the highest solvent 
powcf capable of being imparted to the urine. 

My IMrA case was a hoy of six, admitted under my care into the Man¬ 
chester Infirmarj’, on Jan. 27, 1862. The urine was acid, and singularly 
free from pus, hlood, and other organic elements. He was placed under 
tlie influence of citrate of potash—at first, in the dose of tw'enty grains in 
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six onnres of water cvci'y two hours. This was sjKiedily raised to twenty- 
live grains, and continued with great regularity for two ninnths. At tlie 
end of this pciiod the dose was raised to thirty grains, given two-lnauiy in 
six ounces of water, and continned for a month longer. At tlie end of tlie 
third month the stone was still felt on sounding. 'The jaitieut was then 
transferred to the care of my eolleagtie, Mr. Southam, who successfully 
extracted the stone hy the lateral o])eratiou. It proved to he a fini- 
sjiecimen of inullx-rry calculus, c.vccssividy rough on the surface, and not 
hearing the slightest traces of dissolution. Not a jautiele of jdmsph.ate 
existe(l on its surliwe. When sa#n across a nucleus of uric, acid was dis- 
jdnyed. The outer crust of oxalate of linio was shout a line and a 
quarter thick. 

Tlie solvent tfeatment was carried out with undoubted efll- 
cieiicy in tliis case, for the space of three months; but, of 
course, M'liolly in vain, owing to the impetictrable layer of 
oxalate of lime with which the stone was invested. The only 
defects wliich my later experiments enable me to point out. 
were the nnnccesstirily large amount of lirjuid administered 
and the unnecessarily frequent repetition of the dose. If the 
same dose had been given in half the (juantity of water, and 
repeated every third hour, an equal effect ou the urine would 
have been produced. 

These three observations permit a deduction of great im¬ 
portance to be drawn from them, namely, Uml a co/itinuoKsIi/ 
alkaline stale of Ihs urine doe.s not tlelermitm any ^rreriyilation 
of tlw earthy phmphute on ths stone, so tony as the urine is free, 
from ammoniueal demmposition.* 

8. Discrimination on the case.s in which the solvent 
TREATMENT IS, AND IS NOT, APPLICABLE. The first and most 
general limitation is :— 

A. The solvent treatment is inapplkahte to all cases^in whkh 
the urine is alkaline. —The loss of the acid reaction of the 
urine in calculous cases, is due, in the overwhelming majority of 
cases, to ammoniacal decomposition from vesical catarrh. This 
state of the urine determines the precipitation of a phosphatic 

* Ten years ago I was consulted by a gentleman, aged 67, who, on soiiiidiiig, 
by myself and a oolleiigue, was found to be suffering from stone in the bliuliler. 
The urine was loaded with nric acid crystals. He was put on a full course of 
tbe bicarbonate of potash for a period of nearly six months. The syiniitoiiis 
slowly subsided; no stone was voideil, but the ]iationt liiis since rcmaiiusl, and 
is now (Jan., 1876) perfectly five from symptoms of stone, or of any irritation 
about the bladder. 
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crust on the surface of the stone, and withdraws it completely 
from the influence of alkaline solvents. 

B. Wlutn the urine is acid, the case maybe regarded mprima 
facie suitable to the solvent treatment; but there are still 
numerous limitations which reduce the cases really suitable 
within a much narrower compass. 

(a.) In the first place, all those cases are excluded m which 
it is Icnown or strongly suspected 'that the stone is composed of 
o-xalaie of lime. This is sometimes ascertained irom the patient 
having previously voided concretions of oxalate of lime; some¬ 
times the character of the urine yields indications of tho nature 
of the stone ; if it deposit on cooling an abundant sediment 
of octahedra, or dumb-bells, the strong inference is that the 
stone is composed wholly or in part of oxalate of lime. 

(6.) When the examination of the urine and the previous 
history of the patient give no indicMion of the nature of the 
stone, we arc left in doubt (supposing the urine to be acid) 
whether the calculus is composed of oxalate of lime or uric acid, 
or of alternating layers of these two substances. There are no 
data at hand to form an opinion as to the probabilities here 
involved. Different countries, and even difterent districts of 
the same country, show considerable diversities in the relative 
proportion of uric-acid and mulberry calculi. Eenal calculi also 
differ essentially in regard to this point from vesical calculi. 
The former are generally composed of a single substance : and 
in about five-sixths of the cases this is uric acid. The latter, 
if they have sojourned any considerable time in the bladder, 
are firequently composed of two or more substances arranged in 
alternate layers (see p. 292). 

In cases of renal calculi the patient should evidently have 
the benefit of the doubt. No other treatment than that by 
alkaline solvents is open to the choice of the practitioner; and 
if the calculi should be composed of oxalate of lime, the alka¬ 
line treatment win not aggravate, if it do not ameliorate, the 
state of the patient 

In cases of ves^l caleuh the question stands differently. 
The solvent treattaent comes here into competition with the 
mechanical methods of lithotomy and lithotrity, which long 
experience have stamped with success. It is no longer a ques- 
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tion of the mere possibility of removing a calculus by means 
of solvents, but of doing it with less risk than by lithotomy or 
lithotrity. 

Future experience can alone decide, whether it is better in 
cases of this class (where the nature of the stone is quite un¬ 
certain), to consign them at once to the operating table, or to 
give a preliminary trial to the solvent treatment. It would 
appear from the cases reported in the preceding pages, that 
patients who have undergone such a trial may be afterwai’ds 
transferred to the surgeon with undiminished chances of a 
successful operation. Probably the most advantageous course 
to follow, if the stone be a small one, would be, to try the 
solvent treatment for a limited period—for six weeks or two 
months—and if unsuccessful at the end of tlial time, to pror 
ceed without further delay to operation. 

(c.) When the stme is Imotm to be a large one, the solvent 
treatment should not be attempted. The presence of a large 
stone in the bladder is itself a perpetual source of danger; and 
the larger the stone, the greater the probability that it con¬ 
tains one or more layers of oxalate of lime, which will resist 
the solvent. The length of time which a stone above the 
weight of an ounce would require for dissolution, also detracts 
greatly from the advantages of the solvent treatment, as com¬ 
pared with the swifter, though less safe method of lithotomy. 

{d.) The cases of vesical calculi which are especially suitable 
for the solvent treatment, are those in which it is hwwn or strongly 
suspected that the concretion consists of uric add, and has not yet 
attained any great size. It not unfrequently comes to pass 
that an individual who has previously, at divers times, spon¬ 
taneously voided small uric-acid calculi, becomes afterwards 
the subject of vesical calculus. If such a case come under 
treatment soon after the first appearance of symptoms of stone 
in the bladder, it is one peculiarly promising for the solvent 
treatment. The stone is sure to be small, and it is almost 
certain to be wholly composed of uric acid. A dissolution of 
twenty or thirty grains would reduce the stone snflldently to 
enable it to traverse the urethra. A more rational, safe, and 
certain plan of treatment is scarcely, conceivable in any 
disease. 
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(e.) It is probable that the solvent treatment judiciously 
carried out, will prove a useful adjunct to Uthotrity. It is, 
however, essential to its employment that no vesical catarrh, 
with ammoniacal decomposition of the urine, ensue after the 
operation. If the urine maintain its acidity after the stone 
is crushed, and if the fragments discharged prove to be uric 
acid, then the solvent treatment might be expected to act 
advantageously by obviating the inconvenience and danger of 
repeated sittings. 

To sum up in the affirmative :—the solvent treatment is 
only applicable in those cases of, vesical calculi in which the 
urine is orM; the siom mi large; its composition known to be 
uric arid or strongly suspected to he such. 

, 9. Rules ^ok cakbying out the solvent tbbatsibnt.— 
The action of alkalised urine is essentially slow ; quick solu¬ 
tion, by any manner of applying it, is impossible. To make 
up for this defect, its operation must be continuous and in¬ 
cessant. To rest content with alkalising the urine for a few 
hours each day, is not only to reduce the solvent effect to an 
insignificant quantity, but, sometimes at least, to nullify it 
altogether. I have known urine kept continuously alkaline by 
acetate of potash for many successive days, recover its acidity 
and deposit uric acid within a few hours of the latest dose. 
It is also of great importance not only to keep the urine con¬ 
tinuously alkaline, hit to keep it alkalim to a certain degree. 
The experiments described at p. 801 prove that solutions with 
an alkalescence below three grains of carbonate of potash to 
the pint, have scarcely a greater effect on uric acid calculi than 
simple water. A feebly alkalised urine acts so slowl,v, that (in 
cases of vesical calculi) the delay incurred counterbalances the 
safety of the treatment as compared with mechanical means, 
and robs it of the preference which it might otherwise 
deserve. 

To secure a continuous alkalescence, the dose should be 
repeated at intervals of not less than three hours, and it should 
be given with rigoi-ous regularity during the waking hours. A 
dose should be taken the last thing before retiring to rest, and 
another in the course pf the dight. Of course a patient should 
not be disturbed from sleep in order to take a dose of modi- 
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cine ; but patients with vesical calculi, scarcely ever are able 
to pass the night, without awaking spontaneously once or 
more to empty the bladder. 

The best salts for administration are the acetate and citrate 
of potash. Of the former, the dose for an adult should be 
from 40 to 60 grains dissolved in 15 or 4 ounces of water; for 
children, the dose should range from 20 to 30 grains. The 
citrate (anhydrous) has nearly the same alkalising power as the 
acetate. The citrate of potash of the shops is of uncertain 
strength, and often exceedingly impure. The best plan is to 
prepare the solution directly from the crystallised bicarbonate 
of potash and crystallised citric acid. The bicarlxmate, when 
saturated with citric acid^ forms almost exactly its own weight 
of anhydrous citrate ; so that when 40 grains of biearbfmatc of 
potash arc saturated with the proper quantity of citric acid, 
there result 40 grains of citrate of potash. 

The following prescription yields a solution containing one 
drachm of the citrate in each fluid ounce:— 

R Potass, bicarb. 5«i. 

Acid, citric. 3riii. gr. xxiv. 

Ai|U!b, ad 5 xii. 

The dose of such a solution for an adult, is C op 8 fluid 
drachms mixed with 3 or 4 ounces of water; and for children, 
3 to 6 fluid drachms diluted in the same proportion. 

In conducting the treatment, it is essential that the freshly 
voided urine should be frequently examined. If at any time 
it shows signs of ammoniocal decomposition the treatment should 
be suspended. The advent of this state is indiciited by the 
offensive ammoniacal smell of the urine and the increase of 
pus and flaky matter in it. As long as the urine continues 
sweet when voided, no fear need be entertained of the dejiosi- 
tion of the mixed phosphates on the surface of the stone. 

10. The objectioks ui^ed against the alkaline treatment 
have been chiefly three:— 

(a.) It has been alleged, that by rendering the urine alka¬ 
line, there is danger of the precipitation of the phosphates on 
the surface of the stone. The facts advanced in .the pre¬ 
ceding pages dispose of this objection completely. If there be 
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ammoniacal decomposition of the nrine, the phosphates are 
deposited whether alkaline medicines be given or not, and the 
concretion goes on increasing; but if the urine be alkaline 
solely from fixed alkali, not a particle of phosphatic deposit 
takes place.* 

_ (i.) It lia.s been said that the natural reaction of the nrine 
is acid ; and therefore, that to render it alkaline is to intro¬ 
duce an unnatural state, W'hich cannot fail to act deleteriously 
on the general health. In a state of fasting the natural urine 
is doubtless always acid; but the researches ot Dr. Bence 
Jones, fully confirmed by my own (see p. 49), show that the 
urine is normally alkaline (from fixed alkali) for several hours 
daily, after meals, in many, if not all, healthy persons. So 
that the maintenance of an alkaline reaction of the urine by 
fixed alkali is by no means so unnatural a state as some have 
supposed. 

(r.) Alkaline substances, it is urged, impair digestion. This 
objection was valid against the ruder methods of alkalising 
the urine formerly employed. But the acetates and citrates 
liave no such effect. The introduction of these salts (and the 
bicarbonate) in recent times for the treatment of articular 
rheumatism, has afforded an immense field for watching their 
effects. Indeed the solvent treatment here recommended is 
identical with the prevailing mode of treating rheumatism, 
except that the dose is administered in a somewhat more dilute 
form. In the last fourteen years I have employed the bicar¬ 
bonate, the acetate, and the citrate of potash, both in private 
and public practice, in doses of four, six, and eight drachms in 
the twenty-four hours, in a very large number of cases. The 
majority were cases of articular rheumatism; the remainder 
embraced a variety of slighter and more severe disorders— 
skin diseases, emphysema, diabetes, acute Bright’s disease, etc. 
The urine was kept continuously alkaline for periods Tmying 
from a fortnight to three months, and in no instonoe were 

* A want of knowledge of the essential difference between nrine alkaline 
from fixed alkali and urine alkaline from carbonate of ammonia, rnns, like a 
thread of error, throngh the elaborate argument of Ciriale, in his Chapter on 
the Dissolution of the Stone. See chap. iv. of his woric, Dn Tra^ment 
Mddical de la Fiem. 
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deleterious efiFects obseryed. In one patient with pulmonary 
emphysema, the urine was kept uninterruptedly alkaline for 
fourteen weeks, with marked improvement of the general 
health and steady increase of weight. In short, the acetate 
and citrate of potash have appeared to me about as harmless as 
so much sugar. 

The evidence of the Rev. W. Vernon Harcourt on this point 
is worth quoting. He was for several years the subject of 
stone in the bladder; but, owing to his gi’eat age, and tlie 
slight inconvenience he suffered, operative procedures were not 
considered desirable. On the suggestion of Mr. Spencer TTells 
and myself, he resolved to try the alkaline treatment, more 
with the purpose of keeping the growth of the stone in check, 
than with the hope of removing it altogether. Mr. Harcourt 
has published an interesting account of his case, which he 
made the subject of a chemical study. I have already quoted 
his improved method of estimating the amount of uric acid in 
the urine (see p. 63). S{)eaking of the effect of the alkaline 
treatment on himself, he says :— 

“ My experience of the effects of citrate of potash, not ex¬ 
ceeding 300 grains taken in 24 hours, and producing an alka¬ 
linity equalising from 20 to 25 grains of carbonate of potash 
(per pint), continued during three months, has convinced me 
that no sensible disadvantage to health need be feared &om 
such a course; and this is the experience of a man eighty 
years of age, who has been for some years an invalid. Neither 
during nor since the treatment has any irritation of the 
bladder been felt, and the urine has been for many months 
perfectly clear; it was never ammoniacal or albuminous.” * 

On thk Solvent Treatment of Uric Acid Calculi by 
Injections into the Bladder. 

It hag been conceived that considerable advantages would bo 
gained, in cases of vesical calculi, by injecting the solvent 
directly into the bladder, in a continuous stream, by means of 
a donble-cnirent catheter. The advantages chiefly counted on 


* Med. asmwand Om., 1869, iL 484. 
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were s—the use of stronger solutions, and the employment of a 
greater mass of the solvent. In the case of nric acid calculi, 
numerous experiments undertaken by myself show clearly that 
these advantages are illusory. 

The mode of proceeding which I adopted, was to place a 
section of a uric acid stone in a 10-ounce phial, and jto pass 
over it at blood heat, a current of the solvent as large as the 
capacity of the urethra might be supposed to permit. The 
cuirent was kept up for two or three hours continuously. 

From experiments already recorded at p. 301, the maximum 
solvent power of the carbonated alkalies is ascertained to lie in 
solutions containing about 50 grains to the pint. A solution 
of carhonate of potash of this strength was passed over a frag¬ 
ment of uric acid weighing 57 grains, at the rate of forty-two 
pints per hour, for a period of three houra. The result was a 
dissolution at the rate of two grains per hour. This result, 
insignificant as it is, could probably not be a])proached in the 
living bladder on account of the mechanical difficulties to be 
overcome. 

A solution of carbonate of lithia, containing 10 grains to the 
pint, with an hourly flow of 80 pints, dissolved less than one 
grain per hour. A solution of the same salt containing 20 
grains to the pint, with an hourly flow of 20 pints, dissolved 
one and a quarter grain per hour. 

Solutions of the following substances were also tried in a 
similar manner—namely, fwo®, borax with liquor sodee, double 
borate of jwtash and soda, common phosphate of soda, basic 
phoqthatp of soda, and potash soap: but their solvent effects 
did not reach beyond a loss of weight of one or two grains in 
the hour. 

Lime-teater in a continuous current, at the rate of 30 pints 
per hour, dissolved a fragment weighing 86 grains, at the speed 
of one and a half grain per hour. 

Seeing the very smell results thus obtained, I proceeded to 
ti 7 the catistic alkalies, which are the most powerful known 
solvents of nric acid. But solutions, such as could be borne by 
the living bladder, of liquor potassae and liquor sodse (60 and 
120 minims to the pint), did not dissolve more than about two 
grains per hour. 
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The general conclusion from these experiments* is, that 
under the most favourable conditions, and with the most 
effective solvents capable of being borne by the living bladder, 
no greater dissolution than one or two grains per hour can be 
accomplished in the case of uric acid calculi. In actual prac¬ 
tice the conditions would necessarily be much less favourable 
than in an experiment performed in the laboratory. A little 
consideration is sufficient to show that these results hold out 
no prospect of any useful practical application. 

^LVKNT Tueatment OF Gystink Calculi. —Cystine is 
soluble both in the carbonates of the fixed alkalies and in the 
mineral acids. It may therefore be attacked, when existing as 
a calculus in the bladder, either by alkalising the urine as in 
the solvent treatment of uric acid, or by injecting acid solutions 
into the bladder. 

Two experiments were performed with a view of testing the 
solubility of a cystine calculus* in a solution of carbonate of 
potash containing 40 grains to the pint. The mean result, 
with a daily flow of three and six pints, showed a rate of 
dissolution equal to 20 per cent, of the weight of the stone in 
twenty-four hours. Cystine may therefore be regarded .'>.s 
being even more favourable to the application of the alkaline 
solvent treatment than uric acid. 

SoiiVENT Treatment of Oxalate of Lime Calculi. —In 
the case reported at p. 810, alkalised urine flowed over the sur¬ 
face of a mulberry calculus for three months without producing 
the slightest show of solution. I also found that a solution of. 
carbonate of potash containing 40 grains to the pint, passed 
over a mulbeny calculus at the rate of six and eight pints in 
the twentj'-four hours, had not the slightest solvent effect. 

Better results, it was conceived, might be obtained by a 
solution of dilute nitric acid (which is the best solvent of 
oxalate of lime), employed so as to imitate injections into the 
bladder. A solution containing 120 minims of the concen¬ 
trated acid to the pint, was passed over a mulberry calculus 
weighing 53 grains, at the rate of 24 pints per hour; and yet 
only half a gi’ain was dissolved in an hour. We may conclude, 

* The experiments here referred to are more fully described in the author’s 
paper in the Hedico-Chirurgical Tnuisactions for ISddi 
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from these ex^riments, that oxalate of lime calculi are un¬ 
assailable by solvents applied in any known method. 

Solvent Trbatment of Phosphatic Calculi.— Phosphatic 
calcnlj were found quite nnimpressible, as might have been 
expected, to solutions of carbonate of potash. Par more pro¬ 
mising results were obtained by dilute nitric acid, used so as to 
imitate injections into the bladder. A solution containing 60 
minims of the commercial acid to the pint, was passed at blood- 
heat over a jjhosphatic stone weighing 153 grains, at the rate of 
36 pints per hour. The loss of weight which followed amounted 
to 21 grains per hour. A modification of this proceeding was 
successfully employed, as is well known, by Sir B. Brodie in 
actual practice. My colleague, Mr. Southam, has also tried the 
same method, and with the best results. A stone had been 
repeatedly crushed with the lithotrite; but fresh phosphatic 
concretions formed in the bladder as fast as the old ones were 
broken up; and it was found impossible to completely clear 
the bladder. In this difficulty an injection, containing two 
drachms of dilute nitric acid to a pint of water, was practised 
every day or every second day. In the course of a short time 
the old fragments were completely dissolved, and the formation 
of new ones prevented. This method is evidently capable of 
wider application than is now made of it by surgeons. 
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T he disorder named by Prout chylous urine, is mainly ti 
disease of tropical climates. It prevails cndemically in 
the Mauritius, Isle of Bourbon, West Indies, the Brazils, and 
India. The majority of the cases met with among Europeans 
are found among sailors, merchants, colonists, and others 
who havb passed a portion of their lives in one of the above- 
named countries. The following account of the complaint is 
drawn up from an analysis of thirty cases, the sources of most 
of which are indicated at the head of the chapter. 

In this disorder the urine is usually white and opaque, like 
milk; sometimes it has a faint rose tint, from a slight admix- 
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tare of blood ;■ and sometimes it is mixed with blood in 
clots. 

On standing awhile, it sets siwntaneously into a trembling 
coaguj^m, which after a time re-dissolrcs, and breaks np into 
flaky clots. Not nnfreqnently this coagulation takes place 
within the bladder, and occasions serious pain and difficulty in 
micturition. Tlie milky appearance of chylous urine is due to 
the presence of a finely-divided fatty or oily matter. This is 
thrown up as a creamy layer after the urine has stood some 
hours. When chylous urine is agitated with ether, the fat is 
dissolved, and the secretion assumes the transparency and 
colour of healthy urine. The ethereal extract yields, on evapo¬ 
ration, a quantity of yellowish, solid or oily uncrystallizable 
fat, resembling that which is found in the blood. Chylous 
urine is invariably coagulated by heat and nitric acid.* These 
united reactions indicate the presence of fibrine, fat, and 
albumen. Caseine, though specially looked for by many ob¬ 
servers, has never been authentically found in chylous urine ; 
nor has sugar ever been found therein. The ordinary ingre¬ 
dients of healthy urine arc present in their usual proportion, 
unless there be some suireradded disease. The specific gi’avity 
is generally below the average. When examined microsco¬ 
pically, chylous urine is found to contain a variable number of 
granular nucleated corpuscles, like those of mucus or chyle ; 
and generally, but not always, ted blood disks. The fatty 
matter almost invariably occurs in the form of excessively 

* Bramweti’S case (Kdin. McU. ^oum. 1S58, p. 714) i» excluded from con- 
Hidcratioii. It diU'era so greatly from all tlic other recorded coecs, that it 
muBt be regarded as belonging to a diifcieiit seriets, or as a case of imposition. 
In this case the urine did not coagnlate sitontaueonsly ; it did not precipitate 
with heat and nitric acid ; the fatty matter N«)iatated almost completely on 
simple stiinding: it contained vinUe fat globules of an inch in diameter, 
and the fat extracted by ether crystalliserl like margaric acid ; the patient liad 
never been out of Scotland. In the want of coagulation with heat and nitric 
acid this cose stands quite alone; in the otlier circumstances, if not altogether 
alone, it stands in tL highly exceptional position. Dr. Amyot relates a cose 
apparently similar to Bramwell's. Only one specimen of the urine was 
examined. Med. Times and Gas. 1873. II. 61. Br. Barry’s case (Beale’s 
Archives, 1861, p. 46) is also rejected on account of the doubtful way in 
which it is reported. In the second edition of Br. Beale's work on urine and 
urinary depoaits (1864), Barry’s case is not alluded to. 
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minute granules (resembling the molecular base of the chyle), 
which are not resolvable into visible globules under tiie highest 
powers] of the microscope. Occasionally, however, visible fat 
globules are found, as in the case recorded by Dr. 'VYaters. 
Casts of the uriniferons tubes have never been found, though 
specially searched for by Bonce Jones, Waters, Isaacs, Begbie, 
and myself. 

Sometimes the urine is not chylous, but lymphovs : that is, 
it contains albumen, and coagulates spontaneously, but the fat 
is absent, together witli the opaque milky appearance which 
deiMjnds thereon. The coagnlum in lymphons urine resembles 
calf’s-foot or currant jelly.* 

In this curious disorder, the urine resembles in every parti¬ 
cular a mixture of ordinary urine with variable quantities of 
chyle or lymph : and a strong probability exists, as will be 
presently seen, that chylous and lymphons urines are, in fact, 
such mixtures. 

The unnatural ingredients—albumen, fat, and fibrinc—vary 
considerably in their relative proportions. The following Tabic 
presents an abstract of nine analyses of chylous urine by 
dilfercnt authors :— 
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• Mr. Stookg, of Salford, aent to me, November 18,1864, a man named 
Williams, aged twentr-seven, -who bad never resided out of England. In 1862 
this man was the snl^ect of lymphons urine for about a month. He was at 
that time sufTering from an extensiveljr distributed, and severe, cutaneous 
disease of an eczematous character. Mr. Stocks gives the following descrip* 

T 2 
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The course of the disorder is marked by an irregnlarity and 
caprioiousncsB which baffles explanation. The invasion is 
sometimes gradnhl; but more commonly it breaks out sud¬ 
denly without pluvious warning or known cause. In other 
cases it comes on apparently after a fall or shook,* or in con¬ 
sequence of hard mental or bodily work. In a case seen by 
me the disease came on after parturition. Its farther pro¬ 
gress is e.ssentially intermitteut; but it rarely happens that 
the intermissions follow any regular rule. An attack may 
last a few days, a few months, or many years. The intervals 
between the attacks vary similarly; the disorder may go on 
intermittingly for two, three, or more years, then cease for 
ten or more years, and be again renewed. The suspensions 
and renewals are generally quite abrupt, sometimes more 
gradual. During the remissions the urine returns to a per¬ 
fectly normal state. Sometimes the attacks observe a certain 
periodicity. In one case it is related that the urine always 
became chylous for eight days previous to menstruation; in 
another, the recurrence almost always preceded or accom¬ 
panied attacks of epilepsy or erysipelas. In Mr. Pearse’s ease 
the urine became chylous when the patient was suckling her 
children, and ceased to be so shortly after weaning them. It 
his been observed in several instances that an intercurrent 


tlon of tlio uvinai7 symiitonia. “Tliere was groat }>ain over the kidneys, in 
the perinenm, and about tlio anus—defecation aggravating the tatter much. 
No tenderness existed in the prostate. There was stillicidium nrinse, and 
frequent, jiainful, straining, micturition—half an ounce of urine passing at 
once. Musses lesemlding pieces of tripe, about the thickness of a lead pencil, 
were pulled out of the urethra two or three times a day for about a week. 
The urine itself was clear, highly albuminous, ami, when allowed to stand, 
coagulated siMintaneously into yellow trans})arent masses, floating in the fluid 
imri of the urine, exactly like half-melted calf’s-foot jelly. These masses again 
became fluid in about twenty-four hours, l^hring cobwebby fibres floating in 
the urine." When this man was seen by me ho had lost the cutaneous ernp- 
tion, and was able to follow bis employment of warehouseman. Micturition 
was still unduly frequent; but tlie urine was free from fibrine and albumen. 
The only nnnatural objects found after a careful microscopical examination 
were a few blood and pus corpuscles. Was this case an example of eczema 
invading the mucous membrane of the bladder ? 

* In Egger's cose the im.tient attributed her disorder to the mental and 
bodily shock sustainc-d in a fearful railway collision, sik months before the 
urine first became chylouti. 
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disorder, such as a fit of the gout, hepatitis, carhuncle, inflam¬ 
mation of the lungs, severe ptyalism, has temporarily sus¬ 
pended the chylous condition of the urine. In other instances 
it dates its origin or renewal from some such attack. 

There are also diurnal irregularities in regard to meals, 
exercise, and rest, which are inexplicably contradictory. As a 
rule, rest and fasting diminish or suspend the milkiness of the 
urine. In some cases the urine is chylous throughout the 
twenty-four hours : in others it is natural or lymidious on 
rising in the morning, and chylous during the remainder of 
the day, especially after dinner ; in Mr. Cubitt’s case (cited 
by Beale) the urine was never chylous during the day, but 
only on rising in the morning. In Ackermann’s case the 
urine became perfectly natural when the patient lay on his 
right side, and immediately resumed its chylous character 
when he stood up. Dr. Bence .Jones found, in a case observed 
by him, that meals and exercise had a marked influence on 
the state of the urine. Shortly after a meal the urine became 
chylous: if the patient fasted and took exercise, the urine 
was lymphous : if he fasted afld remained perfectly tranquil, 
it became natural. In Mr. Butt’s case the urine voided 
during the day was clear and free from chyle, while that 
voided during the night and in the morning was deeply loaded 
with it. 

iLLUSTBATmi CASES. —^The following abstracts of cases will 
convey an idea of the character of the urine and the capri¬ 
cious course of the disorder :— 

Case 1.—A woman, sat. 35, was admittad into tha Manclieati'i' In- 
lirmory in the spring of 1808, suffering from chylous urine. She was 
horn in this neighbourhood, and had never lived out of the county. 
Seven months ago she was confined, and ever since the urine had Is-en 
milky. Her general health on admission was good. The urine was more 
or less milky throughout the twenty-four hours—sometimes it rcscmbleil 
thin skimmed milk, and sometimes it had the appearance of rich new 
milk. It generally coagulated spontaneously on standing a few hours 
into a tremulous jolly, resembling ill-made blanc-mange. At other times 
110 spontaneous' coagulation took place, the milky fluid maintaining its 
diffluence unchanged for two days. It did not throw up, as a rule, any 
creamy layer on standing. Its sp. gr. varied from 1012 to 1018. Wien 
fresh it was quite odourless. Under the microscope no visible oil globules 
were seen, but m>Tiads of minute molecules. In addition to the mole- 
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<m]es a nnmber of cells wore seen exactly resembling chyle corpnscles, and 
a few seattored red blood disks. (Crystals of triple phosphate apiJeared in 
a few hours. 11 coagulated freely both with boiling and with nitric acid, 
but acetic acid produced not the slightest change in it. When the urine 
was sliaken up with on equal volume of anhydrous ether, the milky ap¬ 
pearance was lost, but it did not be.come quite transparent; it changed to 
a yellowish brown, with some degree of turbidity, and after a few hours a 
moderate dejKislt of chyle corpnscles subsided. The milky apiiearancc was 
not removed by filtering through paper. No casts of tubes could be de¬ 
tected after a long search. Various remedies were tried by Dr. Morgan— 
under whose care tlie imtient was—but without success. The patient left 
the infirmary, and has been since lost sight of. 

C'asi! II.—A manied woman, aged thirty, had been iMSsiug chylous 
urine about a year. Three specimens of her urine were submitted to Dr. 
Prout fur examination, namely, one voided in the moniing; another a 
little after breakfast; and a third in the evening. 

The firat specimen, voided in the morning, consisted of a solid jelly-like 
mass or coagulum of a pale amber colour. This coagnlum was of an ex¬ 
tremely delicate texture, and, on being submitted to a gentle pressuni, or 
even allowed to drain, isutcd with a largo proportion of a serous fluid of 
the colour aljovo meutionc<l, and at the same time became exceedingly re¬ 
duced in bulk, and assumed the appearance of a red ileshy-looking mass of 
a fibrous texture, which on examination was found to have all the jn'o- 
pertios of tlic fibrine of the blood, tiiuxcd with a few red particles of the 
same fluid. The .siMicifie gravity of the serous jrortion was 1019. Its 
smell was very faintly urinous ; reaction neutral; it contained a large 
quantity of albumen. 

The second siweinicn, voidcil after breakfast, resembled the first in its 
grncml cbarecter, but differed from it in some minor particulars. Thus, 
the serum was more of a whey colour ; the fibrous coagnlum was loss, but 
more comimct and finn, and held entangled in its texture a laigc propor¬ 
tion of the red imrticles of the blood. The specific gravity of the scrum 
was only 1012, and it contained a considerable proportion of albumen. 

The fliird specimen, voided in the evening, after an ciirly dinner taken 
about noon, so closely resembled chyle in all respects, that Dr. P. was 
doubtful, if it hod been brought to him as a s^weimen of that fluid, 
whether he should have discovered tlie imposition. It consisted of a solid 
coagulum of a white colour, and assuming the sha{)e of the vessel, like 
blanc-mange. On being submitted to a gentle pressure and }iermitted to 
drain, the residual solid |)ortion was, like that of the others, small in 
quantity, but whiter than the coagula of the other specimens. It was, 
however, intermixed witli strings of a firmer consistence and of a red 
colour. The serous })ortion was white and ojmque like milk, and, on being 
heated and allowed to stand at rest for some time, threw up a substance on 
its surface resembling cream, and which, like cream, contained a con¬ 
siderable proportion of oily principle. Its specific gravity was 1017, and 
its smell was not urinous until it had been eoncentniced by evaporation; 
it was not coagulable by heat, though it contained abundance of abumcn. 
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Dr. Trout htul an opijortunity of exaiuiiiiu); tliis woman’s mine after 
fasting twenty-four hours. The eoagulum was now much smaller in bulk, 
and seemed to contain mori- ivd x>ni'ti<des. The serous imrtiou was nearly 
transimnmt, and iwssesscd in a considerable degree the colour and other 
sensible properties of urine. It coiitaimsl albumen and abundance of 
luea. 

This woman died emaciated, after suifenug from the diseosi! twenty 
yeai-s. (Trout on Stomach and Keiial Diseases, 6th edit., jt. 117.) 

Cask III.—Tile juitient was a sailor, a native of Bermuda, treated by 
Dr. Waters in the Livcrjioid Jvortbern Hos^iital. The characters of the 
mine are thus dcsciibed. When tii-st passed, it is white, with rather a 
pink tinge. It resembles new milk in apis-arance and somewhat in smell, 
it is perfectly ft’ee from urinous odour. After it has been iiassed for a 
short time it coagulates into u tremulous mass exactly resembling blanc¬ 
mange. The i^oagulum sooner or later disappears, entirely or in ]iart, . 
leaving Die urine altogether Iluid or partly clotted. After the urine lias 
lieen standing some hours, a distinct ileposit of llorid blood is found at the 
liottom of the vessel, and the mass of fluid aliove assumes a jierfectly white 
colour, showing that the ]iink ajiiiearanis- of the urine when iirat passed 
was due to the admixture of blood. There is in luldition to the blood- 
deposit, a dejiosit of a somewhat slimy character, having all the appear¬ 
ance of a mixture of ]ms and mucus. After standing some hours, a 
distinct thin layer of white fluid, exactly resembling cream, generally 
forms on the surface of the urine, the hiycr being thicker in some specimens 
than in others. The urine remains free from mlour for some time, but at 
the end of Diree or fom’ days it lias a slightly urinous smell. 

When ftrst jiassed the urine Is slightly acid or neutral, and soon becomes 
alkaline. Heat causes a preeipifatc of vciy fine jiaitieles. Nitric acid 
also ]iroduues a slight precipitate, hut heat and nitric acid together cause 
a coxiious deposit. When boiled with liixuor jiotasaie and sulphate of 
copper, there is no reduction of the copper to the state of suboxide. If 
the urine be agitated in a test-tulie with mi eijual part of sulphuric ether 
and left to stand, a thin layer of fatty (t) matter is de])ositcd on tho sur¬ 
face of the uriiie and below the ether. The uiiuo then becomes quiti- 
clear, and if removed by means of a sy)ihou and boiled with nitric acid a 
copious deiMsit takes place. 

When examined under the mici'oseope the mine is found to contain 
blood, pus, and mucus corpuscles, with a large number of small fat globules. 
Uany of these last are very minute, whilst others are lai'gcr. No casts of 
the uriniferons tubes, nor any other abnormal matters than those already 
mentioned, were found in the deposit. Tlie thin layer of eream-like fluid 
before alluded to consists entirely of oil globules. (Dr. Waters, Mod. (lliir. 
Trana, vol. xiv., p. 211.) 

I 

Contrafiting wifcli this description in the occasional absence 
of spontaneous itoagalation and and of visible fat globules, is 
the following account by Dr. Beale 
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Cask IV.—spccimon of mini; was jKUiscd iii the morning. It was 
jierfectly fluid, without any tomlonoy to spontaneous coagulation, and had 
all the apjiearancc of fresh milk. It had neither a urinous smell nor 
taste. Upon the, addition of an c<inal yolumo of ethci’, it became peifcctly 
(dear. 

Under the niiciuscopc the slight deposit which formed after standing 
some time, was foujid to consist of a small quantity of vesical opitheliiun, 
and somi- small slightly granular cimilar cells I'cscmbling chyle or lymph 
eorpivscles. No oil globules could be detected on the surface of the mine 
or amongst the deposit, and the fatty' matter, wiiich was equally diffused 
throughout, was in a molecular or granulai' fonii. IJy examining the urine 
with the highest poweis only' veiy minute grannies could Ire detected. 
These exhibitisl molecular movements. In this case the urine was not, 
however’, iJways uiicoagulable, occasionally it coagulated even within the 
hladder. Tliis case is exceptional in the circumstance that the urine w'as 
never chylous, except on i-isiug in the moniiug. During the rest of the 
day it was always perfectly' uatui’id. The isitieut was a native of Norfolk, 
and doeji not appear ever to liave been out of England. (Beale, lli-mo and 
Urinary Deposits, Sitl ed., p. 800.) 

U.vsn V.—A clergyman, aged forty, bom in Bermuda, consulted Dr. 
Bence .lones in 1852. Ten years before, the urine became milky, and 
eontiuued so for eight weeks; it then returned to its natural state without 
treatment. Five years after, the cum]ihunt returned. The patient passed 
clots and scmi-sol id imesscs with some ditS(;nlty. This second attack tasted 
two or throe months, and then the. urine became perfectly natural, and 
continued so for the succectling four yeais. At the end of this jK-riod the 
discirse n’tnrncd, ami ha<l continued ever since, with the exception of an 
interval of tlu'ec weeks. When the patient came under the care of Dr. 
B. Jones in 1852, the urine was milky, but it cleared with ether ; it con¬ 
tained much albumen and some blood eorimscles, hut no casts of tubes ; 
its reiwitiou was acid, specific gravity 1025. Tlie pratient stated that bodily 
or mental exertion (such as preaching on Sunday) produced the most 
intense milkiness of the urine. Usually the m’ino was milky on going to 
bed; it was cloai- in the morning, imtil an hour after breakfast; the 
whiteness then increased accoreling to the dcgive of exercise taken. He 
dined at one, and then, with rest, the urine beciune clear, and continued 
so until he took his afternoon walk, when the whiteness returned. He 
had tried all sorts of tonics, buuhu and iron, and had taken gallic acid on 
this and the previous occasions without advantage. (Bence Jones, Med. 
Chir. Trans., vol. xxxvi., p. 91.) 

< Use VI.—A lady, jiged sixty-four, bom in India, where she had re¬ 
sided for some years, came trader the care of Dr. Elliotson. The urine 
became for the first time milky smie yeans after her return to England. 
It continued milky, in spite of various remedies, for about a year, when it 
suddenly resumed its natural appiearance on the third morning after she 
had commenced to take a daily bath in the sea. Tlie urine then remained 
elqir for thirteen years (eighteen months of which were passed in India). 
At the end of this period she had a severe inflammation of the lungs, for- 
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which she was bled, and took calouieL In a month after this attack the 
urine again became chylous, and continued so for two yearn. At tliis time 
she suifered from a severe mental shook, and for the space of one month 
the milkiness of the urino was sus|>eudcd ; it then I'cturned with ns 
much intensity as ever. From this date the urine continued milky with¬ 
out one day’s intemission for eleven years. The milkiuess was then, once 
more, suspended for six weeks in consonuencc of a carbuncle ; then it went 
on again for two years, when she had a second attack of inlhumnation of 
the lungs, which laid her uj) for six months. During this illness the chy¬ 
lous state of the urine was again susjicndcd ; but has since returned, and 
still continues (1857). The ]iatieut is a very stout pcrsOTi, and very iku-- 
vons. All remedies have Ih-cu unavailing. The disease has continued, 
with intermissions, for eight-and-twenty years. (Klliotsou, Med. Times 
and Gaz. 1857, ii. 287.) 

Cask VII. —.In Knglish genthmian, aged forty, a teacher of languages, 
settled in Kostock (Gcnnany), came under the notice of Dr. Ackcrmanti. 
In his youth, this gentleman had travelled for two ycai's in the ISrazilsand 
Buenos' Ayres. While in South America he sulfei-ed from a slight hydro¬ 
cele,* which disappeared on his nstuni to Europe. 

He had been settled in Uo.stoc.k for eleven j’cars, and was strong and 
veiy healthy. Midsummer, 1858v he took the mesisles, which left behind 
a alight bronchial catarrh. This catarrh lingered on till Februiuy, 1859 ; 
when one day he observed his urine to be milky. A few hours before this 
occurrence he felt out of sorts and shivered, but next moniing h(! was well 
again. The urine, however, continued milky, and live weeks after, leeches 
were applied to the left loin on account of a tendemess which existed in. 
that region. During their application the patient lay on his right side for 
two hours, and immcdiat(.‘ly on rising he made water, which, much to his 
own and his physician’s astonishment, was perf’ei’tly iioimud, clear, and ot 
a deep yellow colour. Nevertheles.s, at the next micturition, the urine was 
foimd milky again. A few daj's after, the iiatieiit reia-ated the exiatrimcnt; 
he emptied the bladder, and lay for an hour on his right si<le, and again the 
urine appeared clew, and eoutaiued only tmees of albumen. Similar results 
were obtained many times after the sivme expei-iment. If jterfect rest ou 
the right side was broken even for a few minutes the urine was distinctly 
chylous at the end of the experiment. A counter-experiment, in which 
the jmtient lay on his left (instead of right) side, showed still more dis¬ 
tinctly the effect of the itosturc on the right side. On the 6th of May the 
[latient lay for an hour on his left side ; but the urine which he madi; on 
rising was strongly chylous and contained blood. At a later la-riod this 
influence of lying on one or the other side became less marked and constant. 
But throughout the complaint, re.st in the horizontal positrorr had invariably 
the effect of dimirrishirrg the chylous condition of the urine. The morning 
rrrine, after the rest of sleep, was always the least milky; and that of thi' 
evening, after the fatigues of the day,, the most so. lire general health was 

* Qneiy—Was not this supposed hydrocele an affection of the scrotal lym¬ 
phatics, as in Carter’s cases, to be presently described ? 
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only slightly alTected. He was a little less capable of exertion, more 
easily fatigued, very sensitive to cold, and somewhat depressed in mind; 
there was also a dull pain in the left lumbar region. The exhaustion ap¬ 



peared to increase as the disease continued, but he was not compelled to 
suspend his somewhat arduous occupation for more than a day or two. 
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He noted tliat a Leemorrhoidal flux with which he hail been iiinviously 
fr^uently affected, ceased entiiiely from the moment the urine became 
Mlky. In July and August the imticnt spent a month at the si'a-batlis of 
vVamemunde, whein lie led a veiy ixuiet life, hut did not bathe. Here 
the urine suddenly became clear and normal, and continued so for a fort¬ 
night; but before he left, it became as suddenly, intensely milky again. 
At a still later pijriod more fieiiuent variations in the chylous and non- 
■chylous condition of the urine were observed than in the beginning; but 
no intermisrton as long os that noted at Warnomttnde occurml again. It 
■often hapjxincd that amid a long series of chylous emissions a nonnal one 
would be suddenly iuterjtoscd, and it was not always jxissiblc to find any 
cause for this sudden change in the cireumstauces of the pitiout. 

It was observed that the skin was markedly less disclosed to sweating 
than previously, and sometimes there was a disagreeable dryness of the 
cutaneous surface. The mine was notably increased in quantity, esjieciully 
in the earlier periods, when it exceeded five pints in the twenty-four hours. 

The examination of the m'ine yielded the following resnits;—It was 
opaque, almost milk-white with a tinge of red, ii’action acid, with a stale, 
sweetish odour. It coagulated spontaneously, sometimes after standing a 
few minutes, sometimes after several haul's. It never gelatinised within 
tile urinary passages. It coagulated with heat and with niti-ic acid. 
When it was allowed to rest for eighteen houi-s in a glass, a thin, perfectly 
white layer gathered on the top, and a reddish dejiosit sank to the bottom. 
In the former a vast quantity of fat-molecules were found ; in the latter, 
blood coiqinsclcs and small dark red clumps of blowl. Ether cleared the 
urine almost completely, and the extracted fat was solid at ordinai'y tem¬ 
peratures. When the urine was boiled, it passed through a filter peifectly 
clear, and possessing all the qualities of healthy urine—^the fatty matter 
iiaving been entirely retained on the filter by the coagulated albumen. 

The table on the foregoing page exhibits the proportion of fat and albu¬ 
men at different times of the day. 

^ Various remedies—among them gallic acid—^werc tried in tliis ca.se with 
little or no evidence of success. In the beginning of December, 1859, ho 
left off all medicines, finding them of no effect on his urine, and feeling his 
general health satisfactoi'y. Towarel the end of January, 1880, he found 
himself one evening, after a very heavy day, greatly exhaused, and chilly, 
and therefore went earlier than usual to bed. The urine on this evening 
was strongly chylous. Next moi-uing, on the conti'ory, the urine was 
^perfectly normal; the succeeding emissions were similarly healthy, and 
from^ that day forth the disorder did not return. For three years he has 
continued to jjass perfectly natmiil nriue. A few days after this favour¬ 
able ter^nation, the htemorrhoidol flux returned, and has contiiiucd 
since with its former frequency.* (Ackermann, Deutsche Klinik, 186S. 
Nos. 23 and 24.) 

• This case came under the notice of Dr. Thodichum in 1884. The iratient 
hod returned to England, and the chylous state of the urine had re-appeared, 
sn consequence, as the patient believed, of higher living. (Brit. Med. Joum. 
1864, p. 611.) 



332 


(JUYLVVIS Vm^K. 


The general health of pei'sons affected with chylotis nrine, 
suffers in varying degrees. Some persons preserve their em¬ 
bonpoint nndiminished ; but the larger number are markedly 
emaciated. The patients generally complain of lassitude, in¬ 
capacity for exertion, pains in the loins and the epigastrium. 
The unnatural drain of the nutritive material explains most of 
these symptoms. Sometimes there is an excessive appetite: 
more commonly the appetite is natural or indifferent. The 
long series of years, during which persons may void chylous 
urine, without serious impairment of their health, shows the 
comparative innocuousness of the complaint. In Quevenne’s 
case (cited by Raycr) the patient, a native of the Isle of Bour¬ 
bon, commenced to pass chylous urine at the age of 25. 
From this period to the age of 73 she constantly passed 
chylous urine. At 73 the urine became natural, and the 
patient thought herself cured ; but after about fourteen 
months, the urine became again as chylous as ever, and con¬ 
tinued so until she reached the age of 78, beyond which the 
report does not go. In Dr. Elliotson’s case the disease lasted, 
off and on, for 28 years, ivithout seriously affecting the health. 
When death has occurred in cases of chylous urine, it has 
been occasioned by some independent malady. In Dr. 
Priestley’s case the kidneys p^sented the fatty form of 
Bright’s disease, and the lungs were tuberculous. At his 
Gulstonian lectures, in 1831, Dr. Front exhibited the kidneys 
of a girl of 15 who had been passing chylous urine. She was 
said to have died of inflammation of the bowels: the kidneys 
were perfectly healthy. Dr. Isaacs had an opportunity of 
examining the body of a sailor, who during life had been in 
the habit of passing chylous urine, and who had died of 
general tuberculosis. The kidneys contained a few nodules 
of secondarj' tubercle, but were otherwise perfectly healthy. 

Eiwhgy, — Chylous nrine prevails mostly in youth and 
middle age. Of 30 cases collected by me, 3 were under 
twenty; 7 between twenty and thirty; 11 between thirty 
and forty; (5 between forty and fifty; and 3 over fifty. The 
youngest example is mentioned by Front, in a male infuit of 
18 months; the oldest in Quevenne’s case, in \^hich the 
patient reached the age of 78 years. 
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Of these 30 cases, 19 were males and 11 females : but it 
appears, that in the countries where the disorder is endemic, 
it is more common among women than men. The greater 
frequency of it among men in the European oases is explained 
by the far greater number of men, who, as sailors, mer¬ 
chants, colonists, etc., pass a portion of their lives in tropical 
climates. 

As to the predisposing causes of the disease, the only one 
made out with certainty is residence in certain tropical coun¬ 
tries. Twenty-four cases (ont of 30) were persons who had 
been bom, or had passed a portion of their lives, in tlie Mau¬ 
ritius, Isle of Bourbon, Brazil, West Indies, or India.* 

The best authenticated cases in ijcrsons who have never 
been out of Europe are—-a case related by Prout; Mr. Gossett’s 
case, cited by Bird; and Mr. Cubitt’s case, cited by Beale; 
and the case recorded by myself. 

The state of the blood has been examined by Guibourt and 
Bence Jones. Neither of these observers found a milky state 
of the blood-serum. Guibourt (cited by Eayer) obtained nearly 
twice as much fat from the blood of a Brazilian affected with 
chylous urine as from healthy blood. Bence Jones, on the 
contrary, found in the blood of a person whose urine was 
milky both before, and afifeer the bleeding, no increased pro¬ 
portion of fat. 

Pathology .—It has been generally assumed that the fat, 
albumen, and fibrineof chylous urine arc derived from the 
blood, and pass into the urine through the kidneys. Dr. 
Prout says :—“ The proximate cause of this affection seems to 
lie partly in the assimilating organs, and partly in the kidneys. 
The chyle, from some derangement in the iffocesses of assimi¬ 
lation, is not raised to the blood standard, and consequently, 

* The endemic prevalence of chylous urine in these countries is thoroughly 
attested. The various speakers in the discussion at the Medical Society of Rio 
Janeiro, reported by Eayor, allude to the disorder as a common one among 
negroes. Dr. Front states that Mr. Thomas, a practitioner from Ikirbadocs, 
informed him that he had seen at least a dozen well-marked cases in negroes 
in a practice of ten years. Dr. Carter also says that the more ordinary forms 
-of chylous urine are “not uncommon ” in Bombay. Dr. Bancroft, of ]»risl>an€, 
Australia, writes me that cases of chylous urine arc not unfrcijuent in the 
colony of Queensland. 
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being unfit for the future purposes of the economy is, agree¬ 
ably to a law of the economy, ejected through the kidneys y 
but these organs instead of disorganising it, or reducing it to 
tlie crystallised state, as usual, permit it to pass through them 
unolianged.” 

But any view which supposes that the unnatural ingredients 
of ch 3 'lous urine arc derived from the blood circulating in the 
kidnep presents great difficulties. The rapid alternation of 
urine intensely chylous or lymphous, with perfectly natural 
urine (sometimes witnessed within intervals of an hour or two) 
seems incompatible with such a supposition. It is also in¬ 
credible that blood, albumen, and fibrine should pass from the 
blood into the urine through the kidneys without being 
accompanied with casts of the uriniferous tubes. The absence 
of organic disease in the kidneys, and of any clearly made-out 
derangement in the composition of the blood, also militates 
against such a view. 

I believe that the true pathology of chylous urine is to be 
sought for in the lymphatics of the urinary channels ; and that 
the real analogues of the disease are to be found among those 
curious cases of chylous and lymphous discharges from the 
cutaneous surface, of which a number of examples have been 
published in late years.* It would appear, in our present state 
of knowledge, that some of those cases arc due to a parasitic 
cause, and others to a structural change of a non-parasitic 
character. The following remarkable example may be taken 
as an illustration of the non-parasitic cases. 

W. IJoliinsoii, admitted into the Manchester Inflnnaiy September 21, 
1868, irt. 45, always a resident in Lancashire, was troubled about 
two years l)eforc admission with a succession of large, subcutaneous 
abscesses in various poits. One of these was situated on the lower part of 
the alKlomen ; it was a long time in healing, and one night ho picked off 
the scab which eovi'red the scar ; and from beneath this cxnd^, during 
the night and the next day, a lai^ (jnantity of fluid resembling gum- 
water. After this, he noticed a number of pale, transparent vesicles, no 


* Me<l. Chir. Trans, vol. xlv. p. 189. Several esses of chylous discharge 
from the cutaneous surface (but without chylous urine) have been recorded. 
See A. 15. lluchanan, Med. Chir. Trans, xlvi. Fetser, Archiv f. Physiol. 
Heilk. viiL p. 128. Ciutcr, Med. Chir. Trans, xlv. Pemartiuay, M4m. de 
la Soc. dc Chir. iiL p. 139. Also Trans, of Clin. Soc. v. iL 
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larger tbaii inns’ heads, scattered iu the right iliac region over and around 
the site of tlio old abscess. "WTien he firat observed them they were ten or 
a dozen in number, but in a few weeks they began to spri'ad and multiply, 
until, in a few months, they dotted the .surface of the lower part of the 
abdomen, almost as low as the pul)cs on the one hand, and as high as the 
umbilicus on the other. Some of them, also, began to discharge a pale 
watery fluid. By-and-by the vesicles and the discharge began to a^umo 
a thick, milky appearance, and gradually they a.ssnnicd the condition in 
which llicy were found on his admission into tlio Infirmary. 



Fio DO. Case or tv. Holiinson—.aiiiHjimuiec of tlie e,nii)tiou on tlic alxlomeir. 


On admission, the lower lairt of the abdomen was seen to be studded 
with numerous vesicles filled with a milk-wliitc fluid. These wei-(! 
arranged partly in irregular gronjw and in jiart singly. Some of tlio 
groups contained three or four, others eight or twelve, vesicles, closely 
aggregatcHl together. Some of the vesicles were so .small that they were 
only just visible to the naked eye, others were as large as peas, and be¬ 
tween these extremes were others of every intermediate size. Most of 
them were hemispherical, and some were oblong or irregular, as if two or 
more had coalesced. In the smaller ones the vesicular membrane appeared 
•luite transparent, without a trace of organisation, their opaque-white con¬ 
tents shining threngh them like drops of rich milk; but a few of the 
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largest ones wcro distinctly marked by meandering lines of delicate blood¬ 
vessels, giving them a faint joso-colour. 

The skin over the affected aijea was- think and soft, and of a dull red 
‘cojour. When im-asal with the fingers it yielded an almost sjiongy im- 
.lircssion, Imt it did hot; jat. The integument was manifestly hypm-trophied, 
and this gave to the lower jtart of the belly a protuberant appearance. 
This dull-red tumid area was somewhat more extensive thou the limits of 
dhe vesicles, and faded at the circumference into the healthy skin about an 
inch beyond the furthest vesicle in all directions. 

TUic .skill around the larger vesicle.s, and gi-oups of vesicles, was raised 
into soft ni]iplo-liko elevations, and liad a more decidedly sjiongy feel than 
elsewhere. Slight pressure caused no ,ppin, but the whole area was more 
(H‘ less tender on deep iires.suro. 

Ill their nonnal state the vesicles were closed, and, the immense ma- 
.jority remained throughout in this condition ; but some dozen or so of the 
largest ve.siclc8 were at one time or other . in a ruptured state, and dis¬ 
charged immense qiuintities of a chylous or lyniphons fluid. The cause of 
rujuturo apiieared to be some slight mayement or violence. Sometimes the 
act of tui-ning in bed .sulliced to set the discharge in motion. It rarely 
happened tliat more tlian two or three vesicles were discharging at the 
same time. The quantity of this diseharge,- and its oocun-enee and aiTcst, 
■were most in-egular. Sometimes several pints would be di.scharged in a 
day and night, and sonietiiiics only sufficient to moisten the cloths with 
which the patient, girded himself. 'Jlie jiatieiit was sometimes con¬ 
tinuously wet for three or four weeks ; at other times the flow would con¬ 
tinue only a few houi-s or a few days. The intervals of comidete dryness 
were similarly uncertain, and varied from a day or a few days to two or 
three weeks. 

The charaitter of the discliiirge also varied : sometimes it was like thick 
milk, sometimes like skimmed milk, and sometimes perfectly pale, like 
gum-water. Whether white or jiale, it was always spontaneously coagulable, 
and white or yellowish clots collected about the seat of discharge. The 
<-olonr of the uiiruptured ve.sicles varied in correspondence with that of 
tjie discharge, from milk-w'hite, or opalesccnec, to pale straw. The degree 
of milkiness at any particular moment was always the same in all the 
.seiiai-atc ve.sicles, showing that the cau.se of variation was not a local one 
jiarticular to any vesicle, hut something alfecting the eruption generally, 
and dejs'iiding presumably on the state of the blood. 

The vesicles varied not only in colour, but also in fulness lUid tnrgidity ; 
and it wis noticed that the winter they were the more distended they 
appi'iired, and tliat when they were pole, tliey were also more flaccid. 

Two circimistaiices aliectcd, though somewhat invgularlj', the whiteness 
and fulness of the vesicles, namely, the general stAte of the patient’s 
health, and the digestion and assimilation of food. On the days when the 
yiatient was out of soi-ts or feverish, the vesicles were paler and more 
flaccid; but when the apjietite and sleep retted, the vesi^es became 
milky and turgid. 

The effect of foixl was found to be tolerably constant in kiud, though 
not uniform in degix-e. The vesicles were paler in the mornliig before 
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brcakfnst, after the prolonged fast of the night. At tliis period they were 
often unite lyiujdious. Soon after breakfast they began to grow fuller 
and whiter, and, iis a rale, the inilkiucstf increased throngh tiie day, 
attiiijiing its luaximnni smiie seven or eight hoiii% after dinner. Of 
coiuwc the apiicarancc of the discharge, if there were any, followed the 
same rule. ' 

The vesicles seemed to be situated in the substance of thetutis, and 
their siufiiee-wnll was evidently composed of something besides epithelium. 
In the larger vesicles their base was raiwd, and consi.sted of soft cutaneous 
tissue ; and capillary vesslcs could Is! seen travelling over then- trans- 
Jiaront summits. ‘When a vesicle was gently pressed with the tij> of the 
linger it was immediately emi>tied, its fluid eontents escaping into the 
deeper 2 >arts. After the ]m‘ssiire was withdrawn the vesicle slowly Idled 
again. Thero was no direct communication between neighbouring vesicles, 
.and when one w.as laijitnrod and, diseliarging, the vesicles around it .still 
apiicarod full and turgid. It was ni>li(!ed, howevi-r, that when the dis¬ 
charge ha«i been very free for some hours, all the vesicles ajiis-ared flaccid. 
Even when a whole cluster was compivs.scd the neighbouring ve.sieles did 
not apjieai’ more distended. The idea conveyed by the study of the, cifeets 
of pressiu'o on different vesicles and groups of vesiele.s wa.s, that each vesicle 
eomnimucaU-d with a more deeply situated luservoir of anastomosing * 
channels. When a vesicle, was pricked, the flow from it immediately be¬ 
gan, and it continued at a stesuly rate for hours togethiT. On one occasion 
the rate of flow’ from a piuiolnred vesicle was te.sti-d, and found to be 
oriuivalcut to eight ounces per hour. 

The eluimclers of ilte disehmy, whether it was milky oi’ ojinlcscent, 
were always essentially the s-mie. After standing a few nuuules it set 
into a tremulous jelly. In a few hours tliere was a se]«ii'ution into clot 
^md serum. It coagulated with heat and with nitric arid, but not with 
acetic acid. When shaken with an equal bxdk of ether the white aiifKair- 
anco was removed, and the fluiil beeanm ti’ans 2 )ai'r’nt and yellowish like 
blood-scrum. These reaedions pj'ove that it contained fibrine, albumen, 
and fat, and that it diffci'cd e,s.sentiaily from true milk in not containing 
casein. The reaction was alw’ays alkaline. The varying degrees of milki- 
ness was, of course, due to the varying quantity of fatty matter. Under 
the microsco)a-,, myriads of minute fat molecules were seen, sometimes 
mixed with hu'ger oil globtilos; in addition to these, pale coipuscles, 
identical in structmc with tlie white corim.scIes of the blood or chyle, were 
always present, but not in large numlicrs. No other oi-ganic fonns were 
ever seen excejitthc transparent fibrilla; of coagulated fibrin. 

The fluid is thus seen to be .similar in character to chyle when milky, 
and to lymph or liquor sanguinis when pale. It is also idcuticid with the 
sidmixture which t^es place in cases of chylous urine. A case of chylous 
urine* happened to be in the Intiimarj' at the very time the present case 
was under observation, and neither chemically (exciqrting projicr urinary 
ingredients) nor micro.scopic^y could any distinction be made between 

• The case already reported at p. ^5. 
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them. Still moii' sigiiificatit of this nlliance was the fact to be notei 
presently, that on t>vo seijamte iliiys tliis man did actually pass chylous- 
urine. 

The condition of the ariru-. was careftilly noted during the progress of 
*the CMe. Jt was generally found to bo remarkably scanty in quantity and 
of hllli a]K-cific gi'iivity. AVhen the discharge from the vesicles was 
abundant, the quantity of urine ranged from 18 to 18 oss. in the twenty- 
four hours. When the eruption was dry, the mine was somewliat more 
abundant, luid varied from 18 to 25 ozs.—on one occasion it reached 
34 02 S., and on another 40 ozs., whichVas the largest flow chronicled dur¬ 
ing his long sojonnr in the Infirmniy. Tiro s)i. gi‘. varied from 1025 to 
1032 ; it ftvquently deposited litliatcs, but did not contain either- albumen 
or sugar. The scarrtincss of lh(^ urine was partly' drro to the volrmtary 
absterrtion of the patient fr-oni drink. He believed that drirrking always 
increased tlic flow of the dLscharge ; and ho errdur-ed constant arrd severe 
thir-st in order to check tliis loss. ■ 

On December 2nd tire uriiii- was voided milky on two occasions. It 
Iirescrited all the ordinary Characters of chylous urine. Again, on January 
15th, the. patient pas.sed three ounces of chylons urine, and on the follow¬ 
ing day fat was found iu the urine with the ruicroscop., though not in 
suflicient quantity to proiUiee a niilkiuess of the secretion. During these 
two days the erujrtion was di-y. With these cxcei»tiona the urine con¬ 
tinued of normal composition thi-oiighout, and free fi-om albumen. 

The only geiieinl symptoms i-efcn-ible to the disease on the abdomen, 
and tire ilischatge, were attru^ks ofcliilliness and shivering, with a sense of 
great weakness. These occurred repeatedly when the discharge was copiorm 
and long continued. Ih? also complained occasionally of aching pains in 
the abdomen and of indiiterent sleej); but, as a i-nle, he was in a state of 
fairly cornfoiiablo health until tubi-i-culous symptoms broke out. 

When the ptieut entered tire Infirmary in Scirtemlrer, he did not appar 
to be alfectcil with any disease except that on the abdomen. But in 
Mai-ch of the succeeding ya-ar he Iregan to lose weight, and the tempratnre 
of the body, which previously' had ranged from 97 to 98-6, began to rise, 
and rrmged from 09 to 102. The physical signs and symptoms of 
pulmonary plrthisis idso made their appearance, and steadily progressed. 
His heidth slowly' declined, rrritil at length he was unable to leave his bed. 

The eruption withered slowly as tire pulrnoirary disease advanced, the 
vesicles became persistently pile and flaccid ; the discharge became watery 
arrd scanty, and finally ceased some five days before death. The state of 
the cruiition the day before death is thus described by my clinical clerk, 
Mr. Patchett. “ The vesicles have lost their char-acter of vesicles alto¬ 
gether, they seem converted into small furfuraceous scales of different 
colours, some being of a redrlish-yellow, others of a raspbeny colour; the 
small vesicles scattered over each flank look exactly like flea-bites.” 

The unne was reduced to six and eight orrnces pr day in the last week, 
and the symptoms assumed the so-called typhoid character—with low 
muttering ddiriam, indifference, picking at the bed-clothes, and finally 
coma. Death occui^ on May' 22nd. 

Autopiy twmty-oni' hours ajkr death ,—Both lungs were studded with 
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gi'cy gi'amilations inti-rmixod with larger masses of grey and yellow 
tubercle, some of which were softened. Two small vomiem were found in 
the loft apex, and one in the right. Tubercnlous ulcer.s were also found in 
the small and large intestines. The bronchial and inescnU'rie glands were 
enlarged. The liver weighed sixty-four ounces, and the sple^ nine 
ounces; both organs were healthy. The kidneys and bladder wci-e healthy. 
The integument of the hypogastrium was much thickened and spongy, 
contrasting strongly wifh the emaciated integumcBt over the thorojf. Tho 
lining membrane of the bladder was minutely examined, and appeared 
smooth, glistening, and healthy throughout. No enlargemoht oy sJinna- 
tural condition of the thoracic duct or of' the lymphatic vessels or glands 
could be detected. A considerable piece of the abdominal wall,, embracing 
a jiortion involved by the disease and a portion extending beyond into the 
healthy skin, was cut out for further examination. 

Exmniiiiition. of Ihe skin in Iho diseased area .—On making a vortical 
section through the skin and subjacent parts, it was at once perceived 
that the disease involved essentially the cutis vera and tho subcutaneous 
tissue. The tendiuons, musmilar, and peritoncivl strata were in every 
nispect iMirfcctly nonnal. The skin was immensely thickened and formed, 
with the subcutaneous tissue, to which it was structurally united, a thick 
pad or layer of tissue vai-ying from hsdf an inch to an inch thick. When, 
fresli, the cut surface had a pale rose and somewhat fleshy or glandular 
appeanancc. This tissue was tinvci-sed by short channels or lacuna!, 
varying from the width of a crow-quill to that of a hair, lly making 
numerous thin sections vertically and horizontally and examining them 
with ii lens ami a microscope, these lacnme could be seen to communicate 
freely with each other by small smooth orifices. Tho vesicles evidently 
constituted the surface boundaries, of the more su])erficial lacuna:. Tho 
lining membrane of the lacuna: and of the vesicles was smooth and glisten¬ 
ing : and, when gently scraped with a knife it yielded a small quantity 
of a whitish dibris, which, under the microscois:, resolved itself into 
spheroidal and nucleated cells rosembling those which were found in the 
discharge daring life. 

.Hen: aiv evidently the elements of a glandular structure—a membrane 
lined with spherical rrucleated cells. Ihrt the analogy is rather with the 
ductless follicles of I’cycr’s jratclres, and still more with the ganglia of the 
lymphatic chains than witlr the glands engaged in the regular work of 
secretiorr arrd possessing excretory ducts. The new structure hod no con¬ 
nection with the normal glands of tho skin. The funnel-shaped orifices of 
the sweat-glands could be seen opening independeirtly on the smface in 
the hollows betweerr the vesicles, and the hair follicles presented their 
normal appearance. 

The chief interest of the case lay in the light which it 
throws on the pathology of chylous nrine. It can scarcely 
be doubted that the case was generically identical with that 
curious disorder. The absolute similarity of the discharge 
with tiie fibro>albuminous and fatty elements added to the 

z 2 
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urine in chylous urine, the sudden appearance and cessation 
of the discharge, the capricious terms of the duration of the 
discharge in the two disorders, and the actual occurrence of 
chylous urine on two occasions in the case of Eobinson', 
scarcely leaves any room for doubt on this point. Had the 
disease in this case, instead of occupying the subcutaneous 
tissue of the abdomen, been developed in the submucous 
tissue of any part of the urinary passages, it is evident that 
the conditions for the production of an ordinary case of 
chylous urine would have existed. It is even almost certain 
that some small part of the urinary membrane—probably 
that of the Iront of the bladder—was actually invaded by the 
disease which affected the abdomen, but no anatomical traces 
of such extension could be detected at the autopsy, owing 
probably to the fact fliat in the last few weeks of life the 
morbid process had retrograded, and had consequently left no 
appreciable marks on the surface of the bladder. 

It may be assumed with some confidence, that in some cases 
of chylous urine the disease is essentially of the same patho¬ 
logical nature as the disease on the abdomen of Robinson. 
And looking to the absolute identity of the discharge in 
these cases with chyle and Ij'mph, it is difficult to avoid the 
impression that the structures which produce this dischargf 
are anatomically analogous to the lacteal and lymphatic tissues. 
The examination of the skin of the abdomen in Robinson’s case 
gave strong support to this view. When the preparation was 
fresh, the thick, soft layer, into which the skin and subcutaneous 
tissue were converted, had very much the pale flesh-colour and 
general appearance of lymphatic gland tissue; and the short 
communicating lacunm traversing it in all directions, suggested 
a structurc not dissimilar to an immense exaggeration of the 
lymphatic plexus. I found it impossible to resist the idea that 
this was really the true pathol<^ical solution of the case, and 
that a similar solution applieePto cases of chylous urine. 

It is well known that the skin with the subcutaneous tissue, 
and the mucous membranes wdth the spbmucous tissue, jiro 
exceedingly rich in lymphatics, w'hich form a close network -of 
communicating channels in these situations. It is farther 
known that .the -cells lining the lymphatic channels, cgiecially 
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those ot the lymphatic glands, perfom a glandular function, 
and impress important changes on the lymph passing through 
those channels. 

Now let it be supposed that at some spot the lymphatic net¬ 
work becomes immensely hypertrophied; that its channels 
become varicose (as it were); that the contained cells assume 
by degrees the property and function of the eells lining the 
lacteal ducts and lacteal glands ; that the more superficial of 
these varicose enlargements project above the surface of the 
skin or of the urinaiy mucous membrane, as the case may be; 
and, lastly, let some of these superficial enlargements become 
ruptured and dischai’gc their contents externally or into the 
urinary passages, and the conditions are presented for the pro¬ 
duction of chylous urine or of such a case as that of Robinson 
and others of a similar class to which reference has been 
made (sec p, 334, foot-note). 

It is always satisfactory in studying any rare disease, to be 
able to refer it by analogy to some pre-existing well-known 
category, and the view just presented of the pathology of 
chylous urine and the allied disorder on the skin, finds its exact 
analogy in those hypertrophies of the blood-vessels which con¬ 
stitute venous nmvi, erectile tumours, and aneurisms by anas¬ 
tomosis,—all of which arc exaggerations or hypertrophies of 
the normal arterial or venous plexuses. 

It rarely or never happens that any tissue suffers morbid 
hypertrophy without some dcgi'ce of modification of its normal 
structure; and the hypertrophied lymphatic tissue wliich I have 
suggested as one cause of chylous urine aud the allied 
condition in the skin, is undoubtedly modified by the morbid 
impulses which generate it. Not only is the anatomical struc¬ 
ture considerably altered from the normal type of lymphatic 
tissue, but the function of the cells also suffers a modification. 
The cells which, in the normal state elaborate lympli, in the 
morbid state come to produce *chyle, or a fiuid intermediate 
between lymph and chyle. Tliese modifications are, however, 
strictly within the limits which we generally find in other 
morbid hypertrophies. 

A new and important light has been thrown on the pathology 
of chyluria and those cases of cutaneous chylous discharges 
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which occur endcmically in India, by the researches of Dr. 
T. E. Lewis. Dr. Lewis discovered that the blood and urine 
of patients suffering from chylous urine contained numbers of 
actively moving microscopic worms, to which he gave the name 
of Filaria iSanffuinis Hominis. The reader is referred to 
Chap, xiii., Section iii., for a description of this parasite and 
the symptoms which attend its presence in the body. In a 
post-mortem examination of a case of chyluria, Dr. Lewis 
found in the kidneys vast numbers of filarim, both in the 
cortical and pyramidal portions. There were also found 
“ numerous translucent oil-like tubnlcs of a somewhat 
varicose appearance running alongside the uriniferous tubes 
as if the lymphatics or minute blood-vessels of the part 
had been plugged.” The organs did not appear otherwise 
diseased. 

My former pupil, Dr. Bancroft, now practising in Brisbane, 
Queensland, Australia, informs me that chyluria is not un¬ 
common in that colony, and that he has detected filarim both 
in the urine and in the blood of patients so affected. 

It may be supposed that aggregations of these little animals 
in the kidneys, or some other 2 »art of the urinary tract, give 
rise to ru^kure of the lymiihatics and a leakage of their con¬ 
tents into the nrimuy channels, and in this way j)roduce 
chylmia. 

Treatment .—Hitherto the treatment of tliis disorder has 
proved very nnsatisfactoiy. It generally persists in spite of 
every remedy, or disappears without any. The physicians of 
Eio chiefly recommend salt-water baths, and Iron internally. 
Mineral and vegetable astringents have been tried repeatedly 
with small evidence of success. The best results have followed 
large doses of gallic acid. Dr. Waters and Dri Bence Jones 
gave from one to two drachms a day. 

Dr. Bunyan, of George Town, British Guiana (Lancet, 1846, 
I. 95) relates a very interesting case, in which the disease had 
lasted ten months. Various remedies were tried without suc¬ 
cess. On the advice of an old negress,. the patient took a 
decoction of mangrove bark (Ehizophora racemosa), in ounce 
doses, four times a day. In seven days, ho was so greatly im¬ 
proved that he discontinued the medicine for two days, when 



TREATJiENT, 


343 


the symptoms returned. The medicine was resumed in in¬ 
creased quantity, and continued for several days, until all the 
symptoms had entirely disappeared. Afterwards he suffered 
two returns of his disorder, which were immediately cut short 
by the use of the mangrove bai-Ir. I know not whether the 
mangrove bark has anti-parasitic properties, but if it has its 
success in the treatment of chyluria is comprehensible. It 
would certainly be worth a trial to treat cases of chyluria, in 
which filarite are found in the blood, by anti-parasitic remedies, 
and especially by large and sustained doses of the iodide of 
potassium. 

The effect of diet w'as investigated by Dr. Bence Jones. He 
found that the urine was somewhat less chylous with vegetable 
than with animal food; he also found that the pressure of a 
tight belt round the loins relieved the pains in the lumbar 
regions, and seemed to improve the condition of the urine a 
little. 
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TTNDEE the title of Congestion of the Kidneys, I propose to 
U consider those less serious, and for the most part secon¬ 
dary, renal derangements which arc occasioned either by an 
undue detennination of blood to the organs (active conges¬ 
tion), or some mechanical obstruction to the return of blood 
from the organs (passive congestion). 

Benal congestion, both active and passive, if sufficiently 
intense, is attended by the presence of albumen in the urine 
(generally in small quantity), sometimes with blood, and casts 
of the uriniferbus tubes. Dropsy is not a symptom proper to 
renal congestion; when present it depends on_ other causes, 
commonly heart or lung disease. 
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Active congestion is prodnced by—over doses of certain 
irritants (cantliaridcs, turpentine); by exposure to cold ; it is 
a common incident in all febrile and inflammatory complaints; 
it occurs in saccharine diabetes ; probably also in some cases 
of hypertrophy of the left ventricle. 

Passive congestion accompanies—regurgitant heart disease ; 
obstructions in the lungs (emphysema, pleuritic effusion); 
pressure on the emulgent veins or inferior cava (pregnancy, 
abdominal tumours). 

If the determining cause of the congestion be a persistent 
one—as in valvular heart-disease or diabetes, organic changes 
are at length prodnced in tiro kidneys, uhich bear a strong 
resemblance to, if they arc not identical Avith, certain forms of 
Bright’s disease. 

Accordingly, several of the conditions here considered, have 
been arranged by other writers (Johnson, Prerichs, Grio- 
singer, Bamberger) among the varieties of Bright’s disease. 
But although there are unquestionable affinities between the 
two classes of cases, there ai’c also differences so marked, in 
their symptoms, progress, and general clinical history, that it 
only tends to confusion to unite tliem under one headings 

It will greatly facilitate our comprehension of the relation! 
subsisting^ between certain changes in the comiiosition of tlie 
urine, and certain disturbances of the renal circulation, if wo 
take a review of the experimental researches which have been 
made in this direction. 

Mr. George llobinson was the first to demonstrate, that a 
complete or partial’ impediment to the return of blood by the 
renal veins caused albumen, blood, and sometimes fibrino to 
appear in the urine. He operated solely on rabbits. In one 
set of expeiiments, he placed a tight ligature round the renal 
vein : in a second set, the obstruction was made incomplete—a 
certain amount of blood being still permitted to circulate 
through the kidneys. In both these sets .of experiments the 
urine invariably became more or less albuminous, and in most 
cases bloody. The kidney, of which the vein had been thus 
obstructed, was in evei 7 instance found heavier than its un 
injured fellow. The proportion between them varied from 

: 1 to 3 :1. 
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Fi-ericlis repeated these experiments on dogs, rabbits, a cal, 
and a frog, with identical results. In four out of ten exilferi- 
ments, he also detected casts of tubes in the urine, Und^ in 
one, renal epithelium. 

These experiments admit of easy explanation. The blood 
accumulates behind the impediment, and causes an iUcreased 
lateral jiressure upon the walls of the renal vein and its 
branches. This tension is transmitted backward to the renal 
capillaries, which are thereby distended, and their walls at¬ 
tenuated, creating a condition highly favourable to the transu¬ 
dation of tlie serous constituents of the blood tlirough their 
coats. If the tension be sufficiently great, actual rupture takes 
place, and blood corpuscles, escape with the albumen into the 
urine. It is probable that these consequences take effect 
earliest, and in greatest power, in the JVlalpighian clusters, 
where there exist anatomical facilities for ready passage of 
blood into the urine. 

Incjcased pressure in the arterial system does no.t so easily 
cause albumen and blood to appear iu the urine. Eobinson 
sought to test the effect of increased arterial pressure on the 
comjwsition of the urine, by directing a stronger stream of 
blood than natural into the kidneys. First he removed one 
kidney, thinking that the physiological determination to the 
other might sulBcc to cause albuminuria. The experiment 
■was repeated five times, aud only in one instance did the 
urine become albuminous. He then removed one of the 
kidneys and tied the abdominal aorta below the origin the 
renal arteries.* In this way the utmost impulsion of blood 
into the remaining kidney was obtained, and both blood and 
albumen invariably made their appearance in the urine. His 
seventh experiment is a fair sample of his results. 

Expt. 7. The- left kidney of a middle-sized rabbit was removed, aud 
weighed 54 grains. The aorta was then tied below the origin of the renal 
arteries. The animal was killed at the end of two hours. The right 


• Tying the abdominal aorta without removing one of the kidneys was per¬ 
formed twice by Bobinson on weak animals ; in one only did albmnen appear 
in the urine. Frerichs states that he could only find traces of albumen in a 
few cases after such an o]ieration. Meyer, on the other band, saw abundant 
albuminuria follow this oiicration. 
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kidney weighed 85 grains; it contained six or seven ecchjTiioses of various 
extiint. Tlie bladder contained about a draehin qf mine, which was 
bloody and albuminous (1. c. p. 79). 

These results have been confirmed by Frerichs and Meyer. 

In the experiments of Hermann and Overbeck, another 
method of inducing artificial albuminuria is pointed out. 
Hermann’s method consisted in tying up the renal ai’teries for 
a short time, and then removing the ligature.. The urine 
which was secreted after the rc-establislimcnt of the circula* 
tion was always found albuminous. Overbeck interrupted the 
circulation in other ways. In one set of exim'iments, he blew 
up a bladder previously introduced empty into the heart: in 
the second set, asphyxia (and consequent ancst of the blood- 
curi’ent) was produced by compressing the trachea. In the 
former case the obstruction was maintained for about a minute, 
and in the latter for four minutes. In both classes of experi¬ 
ments, the urine which first flowed after the renewal of the 
circulation was invariably albuminous, and often bloody. ■ The 
albuminuria thus provoked, generally lasted a few hours, and 
then passed away. When desquamation of the renal epithe¬ 
lium occurred, it. always followed the appearance of the albu¬ 
men. It could not therefore be the cause of it, as Johnson 
surmised to be the case in the albuminuria of Bright’s disease. 

To explain the results obtained by Hermann and Overbeck, 
it must be supposed that the temporary stoppage of the blood- 
current created an obstacle in the renal cajnllaries—probably 
an accumulation of blood corpuscles in tlie Malpighian tuflis—r 
which, when the circulation was restored, operated to raise the 
pressure in the minute arteries; in other words, it produced 
active congestion of sufficient intensity to cause albumen and 
blood to appear in the urine. 

My purpose in calling attention to these researches is to 
show, that simple hyperaemia or congestion of the kidneys 
(without inflammation), either from increased impulsion of 
blood into the kidneys, or from obstruction to the return of 
blood from the kidneys, is sufficient to determine the appear¬ 
ance of albumen and blood and even fibrinous casts in the 
urine. 

An impeded circulation through the kidneys cannot how- 
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ever long persist, without inducing serious and permanent 
structural changes in the organs. The presence of blood cor¬ 
puscles, and fibrinous plugs, in the delicate tubular structures, 
must at length occasion more or less extensive destruction of 
these structures; and the continued hypenemia must derange 
the nutrition of the glandular elements. How far these changes 
are of an inflammatory nature, cannot be precisely indicated. 
One of the most imjx)rtant results of a long continuance of 
this state of things appears to be, an excessive production of 
adventitious connective tissue, which eventually passes on to 
contraction and atrophy. To call these changes, “nephritis,” 
is to use a term, which, to say the least, is calonlated to 
mislead. 

ACTIVE COKGESTION 
{Catarrluil NepJtriiis of Virchow.) 

In the course of eruptive and continued fevers, of croup, 
diphtheria, cholera, erysipelas, pjmmia, acute rheumatism, 
pneumonia, and other inflammatory diseases, the kidneys 
partake in the general hyperremia of the internal organs. 
Not nnfrequontly, however, they are the seat of a dispropor¬ 
tionate determination of blood, and albumen appears in the 
urine. Generally speaking, the amount of albumen, in such 
cases, is a mere trace, but sometimes it is more abundant, and 
accompanied with a few blood corpqscles, transparent casts of 
tubes, and scattered renal epithelium. There may be, at the 
game time, some tenderness in the loins. As soon as drfer- 
vescenee commence's, the albumen diminishes, and in a few 
days vanishes altogether. . ■% 

The pathological state here described differs -from genuine 
Bright’s disease, which may likewise arise in connection with 
the same febrile maladies, in the absence of anasarca, in the 
undiminished excretion of urea, and in the period of its inva¬ 
sion. Albuminuria from congestion coincides with the acme 
of the pyrexia, and subsides therewith. Genuine Bright’s 
disease, on' the contrary, shows itself as a sequela, toward 
the close of the pyrexial stage or the commencement of 
convalescence. 
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An examination of the kidneys of persons who have died 
from tl^e primary fever while labouring under renal congestion, 
reveals an enlarged and engorged condition of the organs, with 
•minute eechymoses; and, according to Virchow, there(„ exists 
a catarrhsil state of the canals of the pyramids, of which the 
chief incidents are, in addition to hyi)er8emia, detachment and 
disintegration of the epithelium of the straight tubes. The 
detached epithelium sometimes shows signs of fatty changes. 

The frequency of this complication in zymotic diseases, 
varies in different epidemics. Roscnstcin states that in a 
severe typhus epidemic, witnessed by him in 1857, the 
ipajority pf the patients had transient albuminuria, with casts 
of tubes, and yet no serious consequences followed therefrom. 
In the sporadic typhoid of this city, albuminuria is decidedly 
i-are. 

Active renal congestion of a catarrhal nature, may also arise* 
independently of any specific fever, simply from exposure to 
cold. Such cases are not very common, or perhaps, as Ilosen- 
stein suggests, they are often overlooked. The symptoms 
resemble those of a simple febricula, and, unless the urine 
chance to be axamined, the disorder will probably be passed 

over as such. The following example is from Eosenstein:— 

{ 

A. B., ret. 39, previously Lealthy, experienced on the afternoon of tho 
Till of October a. chill, followed by heat and severe i>aing in tho renal 
region, whieh were accompanied with vomiting. When seen she was in a 
high fever, pnlse 120, very tiiirsty, and without appetite. The urine was 
scanty, acid, albuminous; after standii^, it deposited a sodimenf composed 
of uric acid, blood corjiuscles, epitlielial casts, and free. c])itHolium. Pres¬ 
sure on the renal region caused pain. She was cupjmd on t}ie loins. On 
the following day the urino measured 27 ouuccsf specilic gravity 1026* 
otherwise as before reported. On the 16th, the pulse was 9'i, skin moist 
and perspiring, genc^ condition good. Urino in twenty-four honra, 28 
ounces, specific gravity 1025, acid, free from albumen, containing only a 
few ca.stg. ’ On the.sacceeding days increased diuresis set ui, with diminished 
specific gravity of the urine. The urine continued free from albumen and 
formed elements (p. 79). 

Cases of a si m i l ar nature connected with subacute rheumatism 
are notveiy uncommon. The following, which I saw with my 
friend Mr. Mellor, may serve .as an example:— 

The patient was a young lady of 28, who had been subjeot, for several 
years, to frequently recurring attacks of subacute artietdar rheumatism. 
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which kei>t her in a continuously weak state of health. On April 14th, 
she took cold through walking in the wet, and was -seized with tonsUlitis. 
As this subsided, tlio urine was noticed to be bloody and to^contain albu- 
nnai. On the 16th of May I ssvy her for the first time. She was very 
I>alo and thin; there was considerable fever, i)ulse>108, the'loins were pain¬ 
ful and very tender on pressure, skin dryi with a tendency to Sequent 
vomiting. Micturition was veiy frequent (20 times a day); the urine 
amounted to three innts in the twenty-four hours, specific gravity 1010; 
it contained a goo<l deal of blood .and albumen, and deposited uric acid 
very abundantly. Tlie copious deposit which subsided when the urine was 
loft in rejiosc, contained numerous large ti-ansparcnt casts (some studded 
with epithelium) and much five renal epithelium. Neither casts nor 
epithelium showed any signs of fatty degeneration. There was also found 
a large number of pyelitic .cells. Not a particle of dropsy or anasarca 
c.xistcd in any part. * 

Tlio patient w'as diy-cupped over the loins, after which hot poultices 
were dh’coted to be kept (frequently renewed) to the same region; a com¬ 
pound .I’alap powder was administered, and a citrate of potash mixture. 

In four days the fever subsided, the pains disappeared, and the skin be¬ 
came moist. At the same time, the mine was far less frequently passed, 
and it contained much less blood, albumen, and casks. It stUl continued 
abundant in quantity, luid dciKisited uric acid very copiously. 

In the course of four weeks, convaJe-scenco was so decidedly established, 
that the patient was allowed to sit up. The albumen now scarcely ex¬ 
ceeded “ a haze ” with nitric acid. She was put upon a phosphoric acid 
mixture, combined with phnepluite of iron. 

On June 24th the jiatient suHered a relapse. She was agaiu confined to 
bed^ and the previous treatment put in force. In a few day the feverish 
syiujitoms passed off; but a good deal of blood, albumen, and renal deri¬ 
vatives continued to te dischai-gcd. She was now put upon gradually- 
increasing doses of dilute, sulphuric acid, with moat excellent effect. The 
nriue steadily resumed its natural characters, and the patient's appetite 
and strength began to return. 

On tlie 24th of July the urine had l)ecome free from albumen and blood, 
and couviilescencc was thoroughly established. 

■k 

case was, from the beginning, regarded as distinct from 
gifouine Bright’s disease, and considered as presenting the 
features of a catarrhal (rhenmatic ?) condition of the pyramidal 
parts of Jihe kidneys, combined with some degree of subacute’ 
pyelitis^ ^ The total absence of anasarca, and the general 
portraiture of the complaint, forbade the idea of acute Bright’s 
disease ; while the state of the urine and the progress of the. 
case appeared inconsistent with the chronic forms of that 
iimnidable disorder. 

detain imtants—cantbarides, turpentine, cnbebs, copaiba 
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and nitrate of potash •—act as special stimuli of the uriuOTy 
organs; and excite, '.when administered in excessire doses, 
haemorrhage from the Bdqeys and the lower urinary passages. 
Johnson rdates an instance in which half an ounce of turpen¬ 
tine was taken for thS expulsion of tape-worm. In a few 
hours the urine was bloody, and in the deposit “ blood casts ” 
were discovered, together with a &w small inflammatory cells, 
but no epithelium. Six days after, the urine contained less 
blood and albumen. The casts of tubes were still visible, and 
contained, besides the blood corpuscles, a large proportion of 
inflammatory cells about twice the size, of the blood cor- 
puseles.'j- The patient continued to pass more or less blood 
for some days longer. On the sixteenth day the urine was 
free from albumen and blood. 

Bouillaud examined the eflccts of cantharides acting through 
the skin. He states that, almost constantly, when lai’ge blis- 
tft's were applied to scarified portions of the skin, albumen 
appeared in the urine. After death, he found the mucous 
membrane of the pelvis and ureters, in other cases that of the 
bladder, injected, and covered here and there with false mem¬ 
branes. The kidneys were generally stroltgly congested and 
studded with minute ecchyraoses. Albuminuria after can¬ 
tharides usually disappeared in two or three days ; in a few 
cases it lasted four weeks. 

Two cases of poisoning by sulphuric acid are related by 
Leyden and Mnnk, in which albiimen and casts appeared in 
the urme.f 

Frcrichs enumerates irritants of this class among the ex¬ 
citing causes of genuine Bright’s disease; and brings forward 
two cases by Eeinhardt, in which abuse of copaiba and cubebs 
was followed by renal degeneration, which, in one of them 
proved fatal. These cases are, however, as Eosenstein points 
out, inconclusive, because it is probable that the kidneys We 
already diseased before the use of the irritants was commenced. 

• Quinine in very rare cases produces congestive lifcmatnria. This effect 
appears to be due to an idiosyncrasy. I have known one such person. Two 
cases are also reported in the Biit. Med. Joum. for Jany. 1870. 

+ Were not these renal epithelia ? 

X Archiv f. patt. Anat. bd. xxiL p. 287. 
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There ie no snfiBcient proof that genuine Bright’s disease has 
really ever followed an overdose of any of these stimulants. 

In a previous section it has been mentioned,, that in the 
later perioda of diabetes, albumen not unfrequently appears in 
the urine. The excessive action of the kidneys in this disease, 
keeps up a constant congestion of the organs; and, in the 
course of time, permanent anatomical changes followr-^egene- 
ration of the epithelium, development of cysts, and other struc¬ 
tural alterations, which are sometimes classified with genuine 
"Bright’s disease. 

There is yet one other condition which seems capable, in 
rare instances, of producing an active congestion of the 
kidneys, snflSciently intense to determine albuminuria. ‘ In 
the compensatory hypertrophy of the left ventricle, which 
follows aortic regurgitant disease, the propulsion of blood 
into the aorta (when the orifice is patulous) takes place with 
very great force; and the tension of the arterial system at 
the close of the ventricular systole, rises considerably above 
the normal maximum, as is indicated by the fall resistant 
pulse.* Practically, however, albuminuria traceable to hyper¬ 
trophy of this kind, is rare. I have repeatedly examined the 
urine of persons with immense enlargement of the left heart, 
without finding albumen in more than three or four instances. 
The following is one of thes^ in which no tenable explanation 
of tlie albuminuria could be found, except renal congestion 
from excessive power of the left ventricle. 

T. H., 21, n wai-elionscnmn, came unJer treatment Feb. 1864, suf¬ 

fering from immense caiiliao liyijeilrophy. The apex heat in tlie seventh 
intersxuice almost in the axillary line, and sevcn-and-a-half inches from 
the mid-.stenial ba.se. The impulse was strong ; the whole body shook 
n.t each boat of the heart. Tlie pulses were visible in all the superficial 
arteries. A loud to-aud-fro, roughish murmur was heard over tlie aortic 
oaitilage, of which the diastolic part was greatly prolonged. This muhnur 
was heard loudly at the base, but grew weaker toward the apex—beyond 
which it ceased to be audible. The valvular mischief seemed to be con- 

* It is not probable that ^ho mean lateral pressure in the arterial sysienli' 
con ever be raised above the normal dtgsee in compensatory hypertrophy of the 
left ventride; but it is quite concmvable ud agreeable to clkit^ facie, that 
the nuueimwn tension (attained at the dose of the systole) may he excessive, 
and he counterbalanced, or more than counterbalance, hy undue diminatioa . 
«ftelnon :dwil^E the vestidcnlar .diastole. 
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fined to the aortic oiilicc. There was no sign of serious mitral regurgita¬ 
tion nor any indication of impediment on the light side of tlie heart. 
Theie was total absence of a cyanotic tint; on the contrary, the face was 
pinkish imle, and the margin of the lips and tongue wore of a faint rose; 
there was no swelling of the veins of the neck nor a trace of anasarca. On 
the other hand the pulse was hard, resisteat, bisferieus, ranging from 92 
to 101. The character of the urine was highly significant. It was not 
high-coloured and scanty, as in venous congestion, but abimdaint, pole, 
and of low ^oific gravity. The daily iliscliarge varied from 67 to 65 
ounces, the spec. grav. from 1010 to 1015. It contained albumen, but 
only in small tjuantity ; generally only a liazo was produced with nitric 
acid I no tube-csists or other renal derivatives could be detected, though 
often looked for. It W'as distinctly observed that the proportion of albu¬ 
men oscillated in twcordance witli the activity of the heart. When the 
ventricle was in high iiction, the albumen rose; when it became more 
quiescent, under the influence of rest and digitalis, the albumen almost 
vanished for a time. I have recently seen this patient again (March, 
1865) and find that his state is still as aliove described ; there is a trace of 
albiuneu in the mine; but the general condition is wonderfully good. 

The treatment of active renal congestion will be described 
with that of passive congestion, at the end of the next section.. 

PASSIVE CONGESTION. 

The experiments of Eobinson and Frerichs, already cited, 
show that an impediment or obstruction to the return of 
blood from the kidneys induces passive congestion of these 
organs, and, if sufficiently intense, causes albumen and blood 
to appear in the urine. An impediment of minor degree does 
not render the urine actually albuminous, but causes it to 
become scanty, high-coloured, dense, and prone to deposit 
abnndance of lithates. Both these degrees of obstruction are 
frequently witnessed in clinical experience. 

The obstruction may be seated in the chest, as in cases-of 
valvular heart disease, emphysema, and pleuritic effiasion : or 
in the abdomen, as when a gravid ntems or other tumour 
presses upon the emnlgent veins or the upper course of the 
inferior cava. Sometimes a* cirrhotic liver compresses the 
latter vein as it lies in the hepatic fossa. „ 

, The alterations on the side of tiie urine are not always pro¬ 
portional to the degree of:obstmction to the circulation. Cases 
are met -with, in which venous stagnation exists in an intense 
degree, with dropsy, orthopnoea, and pulsating jugulars, with- 

. A A 
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out a trace of albumen in tlic urine, and others in which the 
urine-changes arc strongly marked, while the more general 
symptoms of venous obstruction are only moderately so. 

Tlie two examples which follow, afifoM good illustrations of 
unusual degree of renal derangement, secondaiy to obstruc¬ 
tions to the circulation within thsrchest. In the first case 
the obstruction was duo to old-standing tricuspid regurgita¬ 
tion ; in the second to extensive emphysema. 

Cask T.— A liiwy<u'’s clerk, ivt. 44, came under observation Dec. eth, 
1802. H(' was suiibrinj' from ledema of the legs, ascites, and a severe 
bronchial attack. Tlic features were livid; but the veins of the neck 
were not distemied. The lioart’s .apcix beat in the fifth intcispace, a little, 
outside the jiipplo line. The cardiac dnlncas extended four inches verti¬ 
cally, and about the same diagonally frojii base to aiK-x. The heart’s 
imtion wa.s very in-egular both in force and rhythm ; pulse was 104. A 
loud blowing inunuur was heard at the apex, of mitral regurgitant 
character, a.s.sociated with a faint diastolic bruit, which was beard in 
inaxininm intensity over the second right costal cartilage, boutl bronchitic 
i-aios Were heard universally over both lungs. Tlicrc was cu]iious mucous 
cxpectonition, sparsely sixahlcd with blood; also severe dyspnoea, amount¬ 
ing at times to orthopmeii. 



|FiQ. 51.—Casts of tulies and blood coriiuscles from the urine of a lutient with 
laasive renal congestion. 

The urine was scanty, reddish, spec. grav. 1025, with abundant clouds 
of lithates. It oontiiined a small ijnaptity of albumen (equal to about J). 
The deposit, examined under the microscope (see. Fig. 51), Revealed 
numero\»8 scattered blood-disks; casts of tube^ mosliy perfectly hyaline. 
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sometimes only visible when tinted with mngenta; some casts Avcrc dotted 
with witlieted renal ejuthelia or with the imclei of these ; no oily or fatty 
Itarticles were found. 

On tracing hack the patient’s history, it appeared that ho had had five 
attacks of acute articular rheumatism, of which tlie earliest occurred in his 
twentieth year. In one of these the heart had become nlfected. The 
cyanotic apimirancc and drop^gcal symptoms h.ad shown themselves some 
mouths previously, but had suddenlj'' assumed a formidable intensity a 
fortnight before, in conKei|uence of a bronchitic attack. 

With rest and other appropriate means, the binnebial attack snlislded 
in nianit ten days. The drojisieal and dyspneeal symptoms receded, and a 
moderately quiescent state was attained. The urine underwent corre¬ 
sponding changes; it beeaiin? more copious, its density fell, and the albu¬ 
men faded to a mcii! trace : the easts remained as bcfoiv. 

While under observation tliis man went through throe bronchitic 
attacks. In each, the urine went back to the character given of it in the 
first report. In the intervals again, the albumen becaun! very scanty, and 
on two occiisious the urine was found altogether free from albumen. 

(.'ASK II.—On Oct. 1(3, 18C2, a strongly-built, stout woman, let. 42, 
was admitted into tbc llauchesbwlnfirmarj', almost in a state, of asphyxia. 
She was intensedy blue, in the face ; could only breathe in the upright 
po.sturc; her voice was a faint husky wdiisjier; the tongue was livid ; the 
veins of the neck were enormonsly dilated ; she looked like a per-son half 
choked. There was not a particle of wdeiua nor any asoites j the limbs 
were firm and mascnlar. There was considerable drowsiues.s, but no aetnal 
coma. The spntnm was frothy, not bloody. The examination of the 
chest revealed extensive cajdUaiy bronchitis, in emphysematous lungs ; 
both bases were somewhat dull. There were no cardiac murmnrs; the 
superficial cardiac dulness was inapxjreeiable on account of the 
emphysema. ' 

The urine was dusky red, and gave a jday of colours with nitric add 
(showing bile); ne»sugar in it; it was albuminous to a considerable de¬ 
gree ( J). In the sediment, which was uhnndnnt and eoni|)osed of litlmtes, 
were found numerous tnbe-<'asts—nearly all liyaliue ; some of them 
studded here ami thoro with altered epithelium, or altered blood-disks ; 
a number of free cells wore also found, most of them pus corpuscles, but 
some with solitary nuclei—evidently renal, and very little altcivd from their 
natural appearance. One cast was seen so studded with these us to deserve 
. the name of an epithelial cast. Kot a particle of fat was found in the 
renal derivatives. 

On the next day but one (Oct. II) the {sitient .seemed to breathe a little 
easier, but the surface was still intently cyanotic. Of the urine, the 
notes state : “ somewhat less highly coloured; very much less albuminous, 
in fact the urine only becomes hazy with nitric acid ; casts and cells stUI 
abundant.*” 

Next day the breathing seemed again, if anything, rather easier, but the 
sti'engtU was evidently failing, and the drowsiness was becoming deeper. 
The urine no lougdr show^ any bile tints, though still of a desp brown 
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odour. Altoien could only be discovered in it by very careftil testing; 
the casts had all but disappiiared ; a few short fragments (slightly more 
granular than before) could with difficulty be found and identified. A few 
blood corpuscles were seen after diligent searching. 

Oct 20.—^Thore was evident emaciation going on, and steady diminution 
of strength. Scarcely any nourishment had been taken since admission ; 
the voice was whispeiing, and the surface livid. The dysimceal symptoms 
were at a stand-still; drowsiness on the increase. 

Oct. 21 .—The urine was now quite free from albumen, and no casts 
could be found in the deposit. In the course of the succeeding night the 
patient quietly died, as if in sleep, partly exhausted by want of nourish¬ 
ment and the effoits to breathe, x>artly poisoned by the mephitic condition 
of the blood. 

Aiitopci/, 18 homn after death. The JieaH weired eleven ounces; the 
valves were heidthy; a few slight atheromatous patches existed in the 
aorta. The Imigs were in a state of excessive and universal emphy¬ 
sema ; they bellied out of their cavities, when the chest was opened, like 
bladders of air. Spots of intense congestion were found here and there on 
section, and the exti'enie bases were somewhat cedematous. The liver was 
enlarged and congest^. The kidneys were considerably enlarged, and 
weighed together twelve ounces; the capsules peeled OS' readily. On 
section the pyramidal and cortical substances were distinct from each 
Other, and in due proportion; both jiarts were intensely congested, but 
otherwise natural, botli to the naked eye and to microscopical examination. 
The body was s^iU moderately well nourished ; there was no anasarca in 
any part, nor any ascites. 

There is one circumstance in this history which at first 
eight appears contradictory, namely, the disappearance of the 
albumen from the urine, notwithsttmding that the obstmetion 
in the cliest persisted or even increased, and, indeed, brought 
the circulation ultimately to a standstilL The explanation of 
this occurrence is, I believe, to be found in the diminishing 
pressure in the arterial system from the gradual failure of the 
heart’s power. Some of Eobinson’s experiments bear clearly 
on tiiis point. He found, on ligaturing the renal veins in 
rabbits, that vigorous animals exhibited the urine-changes 
(albnminuria, &c.) in far greater intensity than wea/ier animals; 
apd he attributed the difference to the fact that in strong 
animals the powerful contractions of the ventricle served to 
maintein a greater counter-pressnre on the arterial side of tite 
renal drcnlation, and in tMs way intensified the intrarenal 
presBQie or congestion. In the patient before ns the pressure 
tm /dbe arterial dde was visibly declining from day to day, in 
' oonseqaenoe of the inability to take foo^whidi diminished the 
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mass of the blood, and the progressire poisoning of the blood 
(from defective respiration) which gradually depressed, and 
finally annihilated the contractility of tho ventricle. 

The state of th^ kidneys in passive congestion varies with 
the duration of the obstruction. When the obstruction has 
been only recently established, as in the woman whose case 
has just been related, the Iddneys are found simply enlarged 
and engorged; they resemble tho kidneys of the rabbits whose 
renal veins were ligatured by Robinson. But "when the con¬ 
gestion has been in existence for months and years, the kidneys 
are found to have undergone far more profound alterations. 

The exact nature of the alterations in this latter case has 
been a matter of dispute. Frerichs, Bergson, and Bamberger 
consider them as identical with those in the granulai' kidney 
of Bright’s disease; but Traurbe contends that they are essen¬ 
tially different. The following description of the kidneys, in 
old standing cases of passive renal congestion, is based on a 
comparison of several accurate examinations by the above 
named authors. The organs are uniformly reMened; they 
are decidedly smaller and harder than naturaltheir surface 
is generally smooth, sometimes granular; the proportion of 
cortical to pyramidal substance is not much altered j in very 
chronic cases the cortex may be somewhat atrophied. Rosen- 
stein describes the epithelium of the convoluted tubes as irre¬ 
gular in shape, and conehining granular matter which is some¬ 
times fatty. The straight tubes are often dilated, varicose, 
and filled with granular, opaque epithelium. The basement 
membrane of the canals is thickened, and the venous radicles 
greatly dilated. Tlie Malpighian bodies are highly injected, 
but otherwise intact; in very protracted cases they may become 
a little atrophied, and their capsules thickened. The inter- 
tubular matrix of connective tissue is increased in quantity, 
especially in the pyramidal portions, , 

Whatever anatomical difficulties there may be in the way of 
separating these cases fi:om chronic Bright’s ffisease, the clinical 
distinctions between them are clear and undoubted. RenM 
disorder from passive congestion comports itself quite differmtlj 
from Bright’s disease of independent origin, and from Bright’s 
disease coming on injhe course of chronic disease of bone or 
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phthisis. The contrast between the first and the third is yerjr 
marked. In the first (passive congestion), the renal affection 
has no momentum of its own, and makes no independent pro¬ 
gress ; it oscillates with the rising and falling intensity of the 
venous obstruction ; it remains throughout a subsidiary com¬ 
plication of the primary disease, and assumes none of the 
special characteristics of Bright’s disease (ursemia, &c.). On 
the other hand, when renal disease declares itself in the conrs’e 
of chronic phthisis, it assumes at once a formidable position. 
The entire clinical complexion of the case is transformed. 
Sometimes even the pulmonary disorder is altogether sup¬ 
planted and thrown into the background by the more rapid 
progi'ess and fatal course of the renal disease (see case of 
M. C. in chap. iv.). 

Treatment of Congestion of the Kidneys .—Congestion of the 
kidneys, whether active or passive, docs not often call for 
separate treatment. Its course and intensity are usually con¬ 
tingent on the progress of the primary disorder of which it is a 
secondary phenomenon. But sometimes active congestion has 
an independent origin ; in other cases, although secondary, it 
is suffieiently threatening to demand special attention. Passive 
congestion from cardiac and pulmonary obstructions can be 
most efliciently relieved by remedies applied to the primary 
complaints. But passive congestion from the pressui’e of a 
pregnant uterus—cases which will be considered at length in 
the appendi.x to this chapter—not unfrcquently claims energetic 
treatment on its own account. 

The most efficient means of combating active renal conges¬ 
tion are complete rest of the body, cupping the 'loins, brisk ' 
purgatives, the warm bath, and other diaphoretics. In the 
passive cases, cupping can only be of service when the conges¬ 
tion is due to a temporary cause, such as pregnancy; in the 
more common cases, the application of gentle counter-irritants 
to the loins is more serviceable, namely, tincture of iodine, 
enJbrocations, &c. Derivation by tlie bowels and skin is also 
an important means of relieving the overloaded organs. 
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APPENDIX. 

On the cmmciim of renal congestion, albtminuria, and Bright's 
disease, toUh jtregnancg and jmcrperal eclampsia. 

Lever —Guy’s Hospital Bcports, 1843, p. 495. 

Oevieuers and Beonauu) —^Archives Guu^rales, 1848. 

Freriohs, 1. c., p. 211. 

WiEOER—Schmidt’s Jalu-biiclier, Hand 87, p. 57. 

Brads —On nripiiiic convulsions in pregnancy and parturition. Translated by 
Dr. Alatthcws Duncan. Bdin. 1857. 

Rosensieis, 1. c., p. 62. 

Abeille—T raitc des Maladies h urines albumincnscs et snerCes. Paris, 1863. 
Bhaxtos Hicks— Trans, of Obst. Soc. viii. 323. 

Barses—I l)id. 

The late Sir J. Simpson was, I believe, the first to call atten¬ 
tion to the occasional presence of albumen in the urine of preg¬ 
nant women. The subject has since been studied on many 
hands with a view to elucidate the connection of the puerperal 
state, and especially of puerperal convulsions, with Bright’s 
disease. 

Albuminuria does not usually show itself in pregnancy until 
the seventh or eighth month, and often not until the approach 
of labour. Sometimes, however, it appears earlier, even so 
early as the third month. It is generally attended with oedema 
of the lower extremities, sometimes also of the face and upper 
parts of the body. 

Blot found among the patients of a lying-in hospital, that 
one pregnant woman in five had albumen in the urine: this 
estimate is evidently very much too high for a general average. 
Abeillc found, in private practice, the proportion to be one in 
ten; and Vans Ai’sdale and Elliott, one in fifty-six.—(New 
York Joum. of Med., 1850.) This last estimate is probably 
the most nearly correct.' 

The albuminuria of pregnancy, and the accompanying 
anasarca, usually go on increasing up to the time of delivery, 
and then rapidly pass away. As a rule, the albumen is quite 
gone in forty-eight hours, sometimes even in twenty-four 
hours ; but it may not wholly disappear for ten or fifteen days. 
If it continue beyond this last period, the gravest apprehen¬ 
sions of organic renal disease arc justified. 
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A certain number of pregnant women having albuminuria 
(probably about one in ten) arc affected with epileptiform con¬ 
vulsions (or eclampsia) before, during, or after labour. * 

If we iiifjuire into the origin of albuminuria in pregnancy, 
two conditions present themselves, which, altogether or sepa¬ 
rately, arc capable of e.vplaining its occurrence : these are (a) 
passive congestion of the kidneys from pressure of the womb 
on the renal veins, and (h) the altered quality of the blood 
which is proper to the pregnant state. 

The growing womb, mounting into the abdomen, necessarily 
exercises a certain compression on the contents of that cavity; 
and, among other structures, on the inferior cava and renal 
veins. This mechanical pressure occasions a passive congestion 
of the kidneys, which, if sufficiently severe, induces albumen 
to appear in the urine, together with blood and tube-casts. 
That this is one of the most efficient causes of albuminuria in 
pregnancy, is indicated by the fact that' primiparae, in whom 
the parts arc resistent, and the pressure therefore intense, arc 
disproportionately liable to albuminuria; also by the fact that 
albumen does not usually appear in the urine until the later 
periods of gestation, wben the venous stagnation has reached 
its height. 

Tlie altered condition of the blood probably contributes more 
to the establishment of the oedematous swellings, especially in 
the upper parts of the body, than the mechanical pressure. 
The blood, in pregnancy, is poorer in red corpuscles and more 
watery than natural—a condition highly favourable to serous 
transudation, and to the production of anasarca and albuminous 
urine. 

The expulsion of the foetus is, as has been stated, commonly 
the signal for the disappearance of the oedematous swellings, 
and the restoration of the urine to its healthy state; but in a 
certain number of cases eclamptic convulsions break out about 
the time of parturition, and of these about SO per cent, prove 

* The lifthility of albuminnric pregnant ■women to eclampsia, is estimated 
at a mneb higher gate than this by Blot, Meyer, and Berilliers and Bognauld. 
mie united statistics of these obserrers giro a proportion of about 1 in 4. 
Taking all pregnancies togetlier—with and without albnminaria—about 1 in 
600 are complicated with eclampsia. . Braun gives the proportion as 1 in 546. 



BRIGHTS DISEASE *AKD BREGAANCY. 361 

fatal; in certain other cases the albuminuria does not dis¬ 
appear after delivery, but persists, with or without dropsical 
effusions, until there is no longer any doubt that genuine and 
confirmed Bright’s disease has been es'tablished. 

There has been much dispute as to the exact nature of the 
connection between the events here enumerated and the puer¬ 
peral state. It has been on the one liand alleged, and on the 
other hand denied, that the pregnant state is an effective 
exciting cause of Bright’s disease : it has also been botli 
alleged and denied that puerperal convulsions arc of renal 
(urajmic) origin. 

There can be no doubt that many of the cases in which 
Bright’s disease co-exists with, or follows, the pregnant state, 
are examples of the coincidence of two mutually independent 
conditions. Pregnant women arc of course liable, like other 
persons, to contract Bright’s disease from any of its ordinary 
causes; and, again, Women who arc aheady the subjects of 
Bright’s disease may become pregnant. But after eliminating 
the cases belonging to these two categories, there are still, as I 
believe, a considerable number in which Bright’s disease has 
been really caused by pregnancy. The Begistrar-General’s 
reports furnish some valuable evidence on this point. In the 
five years 18.')7—Cl, there were registered C220 deaths from 
Bright's disease. Of these 3699 were males, and 2521 females 
—^being in the proportion of G 8 females to every 100 males: 
this was the relative proportion between the tw’o sexes at all 
ages. But the deaths of women from Bright’s disease during 
the child-bearing years of life (from twenty to forty-five), far 
exceeded this proportion—being as high as 80 women to every 
100 men. After the age of 45, the proportion of deaths from 
Bright’s disease sank again to 59 women for every 100 men. 
There seems no other conclusion to be drawn from these 
numbers, than that the puerperal state is a prolific cause of 
Bright’s disease. 

Another question of considerable interest is whether puer¬ 
peral eclampsia is due, or not, to urmmic poisoning. The 
affirmative has been warmly supported by Frerichs, Braun, 
Litzmann, Wieger, and others ; and the negative by (^anzoni,- 
Bepaul, Eosenstein, and several more. 
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On the affinnatiTO side it has been shown;—(1) that 
eclamptic fits are similar, symptomatically, to ureemic convul¬ 
sions; (2) that albumen is almost invariably present in the 
urine of eclamptic patients; and that in several cases un¬ 
doubted evidence of Bright’s disease has been found in the 
kidneys after death; (3) that, frequently, anasarca of the 
upper parts of the body, and dryness of the skin, coexist 
with albuminuria, and confirm the diagnosis of Bright’s 
disease. 

On the opposite side it is alleged:—(1) that there are 
authentic instances (apart from epilepsy, apoplexy, or hysteria) 
of puerperal eclampsia without albuminuria ; * (2) that amir 
tomical evidence of Bright’s disease has only been found in a 
minority of the eases ; that more frequently the kidneys have 
only been found congested without any organic alterations 
which could be identified with any form of Bright’s disease ; 
(3) that other causes (than Bright’s disease) have been re¬ 
peatedly found in the bodies of persons dying of puerperal 
eclampsia, namely, oedema of the brain, and congestion of the 
meninges, which probably were not without concern in bring¬ 
ing about the attacks. 

The want of segregation of irrelevant cases prevents the 
jiossibility of a clear analysis of the facte adduced in this 
dispute. But it is evident that the existence of well-attested 
cases of eclampsia without a trace of albumen in the urine, 
is fatal to the vnivermlHy of the nrmmic theory. On the 
other hand, the not infrequent co-existence of undoubted 
Bright’s disease, leads strongly to the conviction, that, in many 
cases, the convulsions are truly urmmic. It must, not, how¬ 
ever, bo forgotten, that pregnant women who arc the subjects 
■of confirmed Bright’s disease frequently pass through labour 
without the least convulsive disturbance. 

As the evidence now stands, puei'pcral eclampsia cannot 
always be attributed to one and the same invariable cause. In 
some instances, the convulsions appear to be essentially of a 
reflex character, arising from irritation of the generative organs, 

* Among other examples, the following may be refcired to AbeUle, L c., 
p. 607; Biedel, Zeitsclu-. f. d. Ueburtsheilk. 18S8, p. 13; Kossi, ibid. 1863, 
Bd. n., p. 72. 



PUERPEBAL tGLAMPSIA. 363 

acting on a nervous system in a state of exalted sensibility. It 
is at the period when this sensibility attains its maximum, 
namely, during the act of labour, that convulsions usually 
break forth. But it is likewise about the same period that 
the pressure within the abdomen becomes most intense, and 
the stagnation in the renal veins and interruption to the secre¬ 
tion of urine most complete. When the act of birth com¬ 
mences there are added to these causes of disturbance, violent 
and general muscular contractions causing suffusion of the 
features and congestion of the cephalic meninges. Several 
explosive elements are thus brought together at the same 
period; and it is scarcely to be wondered at, that the equili¬ 
brium of the nervous system should be thereby occasionally 
overset. 

The recognition of two or more categories of puerpera. 
eclampsia, is of much importance both for prognosis and treat¬ 
ment ; and tlie want of some rational classification of the cases 
is doubtless one cause of the discrepancies in the experience of 
different observers as to the beneficial eficcts of venesection 
and other plans of treatment. 

At least three categories seem to deserve to bo recognised, 
viz., 1. Cases ilepetitling on confirmed ami chronic UrujhVs disease. 
In these the eclampsia must be regarded as mainly or wholly 
ursemic ; the ultimate prognosis is lethal, and depletive mea¬ 
sures are less indicated than chloroform, etc. 2. Cases deimuU 
ing on passive amgestion of Hue Mlneys, or on a comlilion 
resembling, if not identical with, acute Bright's disease. These 
are usually primipara ; the phenomena are, probably, partly 
uraemic, and partly reflex ; the prognosis is favourable, were 
the fits once over; active depletive measures arc indicated. :J. 
Cases depending on refected uterine irritation and meningeal con- 
g on . In these the urine is not albuminous ; the prognosis 
is favourable, were the fits over ; they call for active depletory 
measures. 

Something remains to be said in the way of diagnostic indi¬ 
cation, in cases of pregnancy complicated with albuminuria. 

The urine of a pregnant woman being found albuminous— 
how shalHt be known, whether there exists confirmed Bright’s 
disease or only a temporary disorder which will harmlessly 
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subside after parturition ? Tlie following points tell strongly 
for confirmed Bright’s disease—an abundant flow of pale urine 
of low density j presence of granular or fatty casts; a con¬ 
siderable amount of albumen and yet a relaxed state of the 
abdomen and tissues generally ; auEemia; a hypeitrophied left 
ventricle; anasarca equally distributed (or nearly so) over the 
whole bgdy. The points which, on the other hand, tell in 
favour of congestion, or of acute (and curable) Bright’s disease 
are—evident signs of severe pressure within the abdomen f 
the patient being a primipara ; the quantity of albumen in the 
urine appearing to bear a proportion to the existing venous 
congestion ; the urine being high-coloured, scanty, and dense ; 
the anasarca being mostly, or altogether, confined to the lower 
extremities; absence of anaemia and cardiac hypertrophy. 

By attention to these points I have been able, in the cases 
which have fallen under my obseivation, to frame a diagnosis 
which the event has justified. 
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I’EELIMINABY KEMAEKS. 


C ASES characterised by albnniirraria and dropsy, depending 
on stractural changes in the kidneys, are classed together 
nnder the general title of Bright’s Disease. 

Several different pathological states are doubtless included 
under this' designation; and the cases present considerable 
diversity, not only in the acuteness of their course but also in 
their modes of origin and symptoms. Numerous attempts 
have been made to divide and classify the various conditions 
of the kidney found after' death from Bright’s disease; and 
to connect each with its appropriate clinical history. Hitherto 
none of these attempts have obtained general assent; and a 
regrettable confusion of nomenclature has been added to the 
inherent intricacies of the subject. Notwithstanding the 
diversities just referred to, the jwints of resemblance between 
the several varieties of Bright’s disease are so strong and so 
hiSmeroui5, that they form an easily recognised clinical group. 
This resemblance arises, in great part, from the circumstance 
.that the structural changes in tlio kidneys, various as they may 
be, bring about the same ultimate results, namely, impoverish¬ 
ment of the bipod fro& lods ofalbumen, with poisoning of it 
from retention within the body of ihe excrementitions matters 
of the urlhe; and the more prominent symptoms in Bright’s 
disease, arise from this changed condition of the blood, rather 
than from the direct effects of th» structural changes in the 
kidneys. ^ 

Opinions are divided, in the first place, as to tvhether there 
be a fundamental unity beneath the applet diversity; in 
other words, whetlier the “ large, smooth, vrote^dney,” the 
" small, smooth kidnap’ the “ granular uncontraCTed kidney,” 
and the " granular contracted kidney,” are successive stages 
of one and the same pathological process, or repres^ radically 
dikinct diseases. 
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Dr. Bright, whose researches on this subject have made his 
name so renowned in medical science, expresses liimself quite 
doubtfully on this point. In his introductory remarks to the 
twenty-three cases first published by him, in 1827, he says:— 
“ From the observations which I have made, I have been led to 
believe that there may be several forms of disease to which the 
kidney becomes liable in the progress of dropsical affections. I 
have even thought that the organic derangements which have 
already presented themselves to my notice, will authorise the 
establishment of three varieties, if not of three completely 
separate forms of diseased structure.” But toward the close of 
the same remarks he observes:—“ Although I hazard a con¬ 
jecture as to the existence of these three different forms of 
disease, I am by no means confident of the correctness of this 
view. On the contrary, it may be that the first fom of dege¬ 
neracy to which 1 refer never goes much beyond the first stage; 
and that all the other cases, together with the second series and 
the third, are to bo considered only as modifications, and more 
or less advanced states of one and the same disease.”—(Re¬ 
ports, pp. 67 and 69.) 

Soon after the period when these sentences were written, a 
new vantage ground for the study of renal diseases was acquired 
by the researches of Mr, Bowman, which tjirew a strong li|^t 
on the intricate anatomy of the kidney. Histologists of emi¬ 
nence both in this country and Gcmany—Busk, Toynbee, 
Simon, Henle, Rokitansky, Virchow—antf inquirers who have 
made the subject a special study-^^obflBon, Frerichs, Basham, 
Dickinson, Grainger Stewart, and many mor^have worked 
with unexampled perseverance to ascertain the j^ature and 
arrange the varieties of the morbid processes taking place in 
the kidneys in Bright’s disease ; and yet the doubt which 
possessed the mind of HRght has not been wholly cleared 
away. 

All this labour has not, of course, been thrown away. On 
the contra^ miljh light has been shed on the pathology of 
the complaSt; and data of importa|}qe have been obtained 
for prognosil and treatment. More especially the examina¬ 
tion tha organic admixtures of the urine—renal epithelium 
and casts of the nriniferons tubes—has yielded to Dr. Geo. 
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Johnson results of the highest clinical value, which claim for 
him a pre-eminent mention in this field of pathology. 

Frerichs considers that Bright’s disease is essentially one, 
and that it is of an inflammatory nature. He divides the 
anatomical changes in the kidneys into three forms, which 
he regards as stages of the same fundamental process, 
namely:— 

1. The stage of hypersemia and commencing exudation. 

2. The stage of exudation and commencing change of the 

exudation. 

3. The stage of degeneration and atrophy. 

Dr. Johnson, on the other hand, recognises several distinct 
processes under the common heading of Bright’s disease—but 
•chiefly two, and both of an inflammatory nature—one chai'ac- 
tcrised by a shedding and destruction of the epithelial lining 
of the uriiiiferous tubes (thsqmmalm nqtivniis), and one with¬ 
out such desquamation, and affecting the intcrtubular struc¬ 
tures of the organ {non-desqmmtthr nephritis). He also gives 
-a separate place to “fatty degeneration” and “ waxy degene¬ 
ration ” of the kidney. 

Dr. Dickinson divides Bright’s disease into three main 
varieties. 1. TuVal nephritis, in which the uriniferous tubes 
are the scat of an inflammatoiy action. This he subdivides 
into an acute and a chronic form. 2. Oranulnr degenera- 
iion, in which there ns increase and subsequent contraction of 
the intertubnlar matrix of the kidney. S. Depuraiive disease, 
which is the name he gives to amyloid or waxy infiltration of 
the kidneys. 

Dr. Grainger Stewart suggests the name “Bright’s Diseases’’ 
as more truly descriptive tlmn the old designation “ Bright’s 
.Disease.” He classifies the cases as follows;— 

1. The inflammatory form, of which there are three 

stages— 

a. That of inflammation. 
h. „ fatty transformation. 
c. „ atrophy. 
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2. 2%e waxy or amyloid form, of which also there are 

three stages— 

a. That of degeneration of the vessels. 

b. „ secondary changes in the tubes. 

c. „ atrophy. 

3. T/ie cirrAoiic, cmUracting, or gouty farm. 

In addition to these he describes two mixed types, in which 
in the one case the waxy form, and in the other, the cirrhotic 
form, is combined with the inflammatory form. 

It would lead me too far to discuss the merits of these and 
the many other classifications which have been put forth. I 
content myself with simply indicating the more important ones- 
In the following pages the subject will be treated from a 
clinical, rather than an anatomical, point of view, and the cases 
will be classified under the two main heads of acute and chronic 
Bright’s disease. The former embraces a compact and univer¬ 
sally recognised group, which formerly went under the designa¬ 
tion of “ inflammatory dropsy.” It corresponds to the acute 
desquamative nephritis of Johnson, to the^rst stage of Frerichs, 
and to the acute tubular disease of Dickinson. The latter 
includes the protracted cases, which either have lapsed into a 
chronic state from the acute form, or, which is far more fre¬ 
quent, have been chronic from the beginning. Three types of 
chronic Bright’s disease will be recognised—1. Cases which 
have lapsed from the acute state (kidney smooth, white, gene 
rally large, exceptionally dwindled). 2. Cases which have been 
chronic from the beginning (kidney granular, red, contracting). 
3. Cases associated with waxy or lardaceous (so-called amyloid) 
degeneration of the kidneys. 

The presence of fat in the renal substance, and in the epithe¬ 
lium of the tithes, is not special to any one tj'pe of renal 
degeneration; but is found associated with anatomical changes 
of the most varied kinds : it has therefore no claim to a sepa¬ 
rate consideration. 

GENERAL ETIOLOGY OF BBIGHT’S DISEASE. 

The special etiology of the several types of Bright’s disease 
will be separately considered in the two following chapters, but 
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it will bo convenioTit in this place to consider some of the 
points bearing on the etiology of Bright’s disease as a whole. 

The want of uniformity in onr nomenclature of organic 
diseases of the kidneys has considerably lessened the value of 
the returns of the Itegistrar-Gcneral in this field of pathology. 
Cases registered on the certificate of death as “Bright’s 
disease ” are entered in these returns as “ nephria; ” but it is 
evident that the larger number, even of the cases recognised as 
Bright’s disease during life, are not so registered, but are 
classified under the heads “ nephritis ” and “ kidney disease.” 
To obtain some idea of the prevalence of Bright’s disease, let 
us take the numbers under these three designations. There 
were registered in England and Wales, in 1868 :— 

2076 deaths from “ nephria,” 

495 „ “ nephritis,” 

2836 „ “ kidney disease,” 

—making a total of 5407. This yields only a proportion of 1 -1 
per cent, of the total deaths from all causes—a number which 
is probably considerably below the true proportionate mortality 
from Bright’s disease. Without admitting, with Mr. Simon, 
that two-thirds of the cases of Bright’s disease run a latent or 
undiscovered course, it must be allowed that a very large 
number are overlooked, in these returns, and are probably to 
bo found among the 6284 entered as “dropsy,” or among 
those entered under “convulsions,” “pneumpnia,” and other 
headings.* 

Bright’s disease is about one-third more common among 
men than women (1215 men to 861 females). This excess of 
deaths among males, although present at every age, is not 
equal at the different periods of life : it is most marked between 
the ages of forty-five and sixty-five. 

■ * It is evident, however, that Bright's disease is gradnally l)ccamiiig better 
known in this country, and more frequently identified. In 1852, only 570 
deaths wore entered under “Nephria.” In each successive year the number 
rose, quite out of all proportion to the increase of the population, until in 
1861 it reached 1148, nearly thrice as many as in 18.52 ; and in 1868 it 
reached 2076, nearly four times as many as in 1852. Gorrespondingly, the 
entries under “ dro])sy ” diminished, frem 0788 to 7301, and to 6284 for the 
same three yean. 
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The mortality from Bright’s disease shows a progressive 
increase from childhood up to about the age of 50; in the 
succeeding 20 years the mortality continues steady, at a some¬ 
what lower, but still high, rate; the next decade shows a 
decided diminution as regards Bright’s disease, though the 
general mortality at this epoch is at its highest point. These 
facts arc exliibited in the following table :— 


Table immh'r of Draflin rcttisslcrcd m "Niphrla” (llright's 

disease) in England and If'ales, in 18(18, at the. different peeimh of 
life ;~ 
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-m 
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84 
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■ That complex of impressions which is familiarly known as 
taking cold is the common cause of Bright’s disease in its 
acute form. Cold, operating more slowly and continuously, 
also constitutes a iirolific source of chronic Bright’s disease. 
Persons whose occupation exposes them to cold, wet, and the 
inclemencies of the seasons, without adequate protection— 
those who work in hot workshops, and are in the habit of 
going to cool their reeking bodies in the open air—the indigent 
elasses, who dwell in damp cellars, insufficiently clad and ill- 
fed, amid dirt and squalor, furnish a large quota of victims to 
this disease. 

Dr. Johnson is at especial pains to explain the moduH 
operandi of this frequent cause of renal disease. He contends 
that the defective action of the skin causes certain deleterious 
matters to accumulate in the blood, and that the burden of 
their elimination is thrown upon the kidneys, which receive 
injury thereby. It is impossible to accept this view without 
great limitation, seeing that suppressed cutaneous transpiration 
ushers in a multitude of inflammatory and febrile conditions, 
without provoking renal disease. When a person “ takes cold,” 

B B 2 
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it is a fact that the secretion of the skin is very much dimi¬ 
nished or altogether suppressed: but it is not possible to 
predicate on what organ the injurious impression will ulti-. 
mately settle—whether on the bronchial tubes, the pleura, the 
lung-tissue, the kidneys, or some other organ or pgrt of the 
body; so that it cannot be maintained that there is any symcial 
relation between suppressed cutaneous secretion and the genesis 
of renal disease. 

Tfm abuse of spirituous liquors ranks high as a determining 
cause of Bright’s disease. Christison estimates the proportion 
due to this cause, in Edinburgh, as three-fourths or four-fifths 
of all the cases ; and he justly remarks that it is not habitual 
drunkards only who show this tendency to renal disease, but 
dram-drinkers, who are in the constant practice of using ardent 
spirits several times in the course of the day, without becoming 
actually intoxicated.* 

Malt liquors—though far less pernicious than spirits—are 
not without influence to produce Bright’s disease when largely 
indulged in. In a journeyman baker, under my care at 
the Infirmary, the disease was clearly traced to a habit of 
fuddling himself with beer from Saturday evening to Monday 
morning, which the patient had followed for several years. 

Very frequently, intemperate habits go hand in hand with a 
giimy skin and exposed occupations ; and the subjects of 
Bright’s disease are found disproportionately numerous among 
labourers, well-sinkers, cabmen, carters, hawkers, glass-blowers, 
smelters, and pnddlers. 

A large number of cases arise in connection with some 
comhlntwnal vice, more especially tuberculosis or struma, and 
chronic lead poisoning. Among the easier classes, gout and 
constitutional syphilis are prominent antecedents. 

I have not met with any case occurring as a sequela to 
ague. Both Bocquerel and Frerichs likewise state that, in 

• Dr. Dickinson, in his work on Albnminnria, has, in an elaborate chapter, 
called in question the efficiencr of intemperance as a frequent cause of chronic 
Bright’s disease. I have examined his statements at length in a paper in 
the Bnt. Med. Joum. for Nov. 4,1871,—and have shown, conclusively as 
I believe, that the arguments he advances are inadequate to shake the old 
opuion. 
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dropsies following intermittent ferers, they had never found 
evidence of kidney disease; but Rosenstein found no less than 
23 jKjr cent of the cases of Bright’s disease in the Dantzic 
Hospital refenible to antecedent ague. The character of the 
epidemic (as with scarlatina) exercises a marked influence on 
the frequency of this complication. Heidenhain, who had an 
opportunity of watching a series of epidemics of ague in 
Marienwerdcr, states that neither dropsy nor renal mischief 
occurred in the earlier ones; but in the latest epidemic secon¬ 
dary renal disease was encountered in almost every case.* 

Chronk affections of Hut lower urinary passages (cystitis> 
stricture, &c.) frequently lay the Inundations of renal disease. 
In a boy of seven, who lately died in the Royal Infirmary, a 
small stone no larger than an almond was found lodged near 
the neck of the bladder. Repeated sounding had failed to 
detect it during life ; operation was consequently not performed. 
For some weeks before death, general anasarca had shown 
itself. The kidneys wore found wasted to an extreme degree ; 
the cortical substance was reduced to a thin edge no thicker 
than a shilling ; the pelvis of the kidney and the ureters were 
dilated, and their lining membrane thickened and bathed in 
pus. In cases of this class there is a double influence tending 
to produce renal degeneration, namely, the long-continued ex¬ 
hausting suppuration and direct transmission of the inflamma¬ 
tory process by continuity of tissue. 

The use of mercury, which Wells and Blackall believed 
capable of producing albuminuria and renal mischief, has not 
been found by observers of wider experience to have this' 
effect. Rayer and Desir, out of forty cases treated with 
mercury at the H6pital des Veneriens, only found a slight 
quantity of albumen in two—in both of which its presence 
was accounted for by the existence of pus in the urine. Rayer 
further observes that he had for years used a multitude of 
mercurial preparations in the treatment of various diseases, 
without ever having observed the production of dropsy. He 
also states that he had treated a large number of gilders 
affected with mercurial trembling, and that he had not seen a 


Roeenstein, 1. c. p. 215. 
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single case of dropsy with coagulable nrine supervene during 
or after this trembling (see also p. 173, note). 

A certain number of cases of chronic Bright’s disease pre¬ 
sent themselves, in which the most searching analysis fails to 
indicate the exciting cause of the disorder. In some of these 
the renal aifection is only a part-manifestation of some wide¬ 
spread cachexy, as in an example (M. H.) to be related in 
Chap. IV., in which fatty degeneration co-ciisted in the heart, 
great vessels, brain, and kidneys. 



CHAPTER in. 

ACUTE BRIGHT’S DISEASE. 


—Tnflatmmiunj Dro}>inf — .■ieuli’ Diffuse XejiUrUis — Acu/e D<- 
!ii]unmatioe Xephrilis (Johnson)— Acute. Tuhil Xejihritis (Dickinson). 

- ^ - 

AVf references prejijced lo Vhap. II., j>. 303. 

Anatomical charactm. —The kidneys are always more or less 
enlarged—sometimes to twice their natural size; their surface 
is smooth ; the cai)8ule thin, transparent, and easily stripped 
off; their colour varies ; it is generally a deep dusky red ; but 
sometimes a light fawn, almost white ; in other cases it is 
mottled red and white. The sni)erficial veins arc larger and 
more distinct than natural. When the kidney is cut open the 
cortical substance is found to be increased very much out of 
proportion to the pyramidal. The red congested kidney exudes 
a bloody sanies abundantly from the cut surface; a number 
of haemorrhagic spots may be generally seen scattered through 
the cortex or beneath the capsule. The surface of the section 
is dusky red, and studded with minute darker-red points, which 
are the engorged Malpighian corpuscles. The pah and the 
mottled kidneys present a contrast of colour between the cortex 
and the pyramids. The latter appear unnaturally red, and 
from their ba-ses radiating lines of red spread, fan-like, into 
the cortical substance. The cortical portion is smooth and 
white, or yellowish white, and spotted like ivory. 

Under the microscope, the chief, and characteristic, altera¬ 
tion is found to be, an immense increase of the epithelial 
contents of the convoluted -tubes. The individual cells may 
be natural in appearance ; more commonly they are granular, 
opaque, or disintegrated; and sometimes a few oily particles 
are detected in them. The lumen of the tubules is choked up 
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with epithelitim; and, in extreme examples, their diameters 
are increased to twice and even thrice their normal measure¬ 
ments. Mixed with the epithelium is more or less blood. In 
the straight tubes evidence of the same process is seen, in a 
less intense degree. Their larger bore and direct course favours 
the escape of the detached epithelium, so that some of them 
are partially or wholly denuded. Fibrinous exudation is found 
in the tubes of the cortical and pyramidal portions, forming 
glassy cylinders, of various size, according as the tubes have 
preserved or have shed their proper lining. 

The renal capillaries and the Malpigliian tufts are cither 
intensely injected, or they preserve their natural appearance. 
The intertubnlar matrix is unaffected. 

The morbid process «eems to consist, essentially, in a 
catarrhal condition of the nriniferous tubes, with a prodigious 
proliferation of their epithelial elements. At the first, there is 
an inflammatory congestion of the organs, with rapid swelling, 
and more or less extensive rupture of the capillaries, especially 
those of the Malpighian bodies. On that follows increased 
production of epithelial cells: these multiply, choice up and 
distend the nriniferous tubes, thereby compressing the renal 
capillaries and impeding the circulation through them. When 
this proliferation htis reached a certain degree, the kidneys, 
which before were of a dusky red, become pale or mottled—not 
so much from an actual deficiency of blood in the organs, but 
rather, as Dickinson explains, from the white colour of the 
masses of epithelium overpowering the natural red of the 
parts. 

The choking-up of the tubes with their own epithelium 
necessarily impedes the depurating functions of the kidneys, 
and the blood is poisoned with excrementitious matters. The 
urine becomes scanty in amount, and deficient in its proper 
constituents ; it carries with it, as it percolates the diseased 
ducts, loose epithelium, blood and fibrinous exudation, or 
detaches whole tracts of the lining, all of which objects form 
an abundant gruraons sediment in the urine. 

How soon the change from red to white takes place, depends 
on the rapidity of the multiplication of the epithelial cells. I 
have seen the bloodless condition reach an extreme degree in 
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six weeks. Dr. Dickinson states that it may occur within four 
days. 

Cottrse and symptoms .—The invasion of the disease is com¬ 
monly abrupt, and traceable to some definite cause. A {xjrson 
takes cold, or falls into a fit of intemperance, and next morn¬ 
ing, or in two or three days, the face begins to swell, then the 
hands and body generally. In another large class of cases the 
disease breaks out during convalescence from scarlet fever 
or—^much less frequently—some other febrile or zymotic 
complaint.* 

Acute Bright's disease is usually ushered in with chilliness 
or shivering, headache, nausea, vomiting, pains in the back 
and limbs, arrest of the cutaneous perspiration and oppression 
in the chest. When fairly established, the symptoms are ex¬ 
ceedingly distinctive. The countenance is pale and pulfy, with 
a heavy stupid expression ; the limbs and trunk are anasarcous. 
The oedematons parts are resistent on pressure, and pit little 
or none. More or less effusion takes place into the serous 
cavities, especially the pleura and peritoneum. 

There is a general febrile movement; the pulse is hard and 
full, the appetite lost, thirst excessive; the skin is dry, and 
the whole surface blanched and tumefied. An uneasiness or 
dull pain is felt in the loins, and the renal regions are tender 
on pressure. 

The itrine is of a smoky or dusky hue—in some instances 
dark brown like porter—from the presence of altered blood. 
On standing, it deposits a copious, flocculent, dirty-brown or 

• Mr. Mahomed has made some ohservations on the pre-albiiminnric stage 
of Bright’s disease following scarlatina which are important if further experience 
confirm their soundness. He sfcites that in tlie desquamative stage of scarlet 
fever certain symiitoms arise which are premonitory of the apiie.aTsnce of 
albumen in the urine ; namely, high tension of the arterial system as measured 
by the sjihygmogi-aph, and transudation into the urine of the blood-crystalloids 
as tested by gmuacum and ozonic ether. The almost universal forerunner, 
and probable cause, of these symptoms, he says, is constipation. One day 
jiassed without an action of the bowels is sufficient to give rise to them. If a 
sharp xjurgative be administered these symptoms pass away, if not they are 
succeeded by scanty, albuminous, and bloody urine and other signs of severe 
renal disturbance. I cannot say tliat the guaiacipn test for blood-crystalloids 
in the urine has proved satisfactory in my hands. Mr. Mahomed’s paper is, 
however, highly interesting. Sec Med. Chir. Trans, vol. 67, p. 197. 
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chocolate sediment, like the settling from beef-tea. It is very 
albuminous; it may even become quite solid on boiling. The 
specific gravity, in the stage of increment, is usually above 
1020 , often much higher-, mounting sometimes to 1080, and in 
one instance which occurred to me even to 1065. When of 
high density, the urine is proportionally scanty ; it may not 
exceed 12 or 18 ounces in the twenty-four hours j in extreme 
cases it may sink to 4 or 6 ounces, or be, for two or three days, 
altogether suppressed. The calls to void it are more frequent 
than in health, especially at night and in the recumbent 
iwstnre ; the patient has to get up three or four times in the 
course of the night to empty the bladder. The urine is gene¬ 
rally acid, and surcharged with pigment; it often deposits the 
amorphous urates. Very rarely it is alkaline finm fixed alkali. 
The natural urinous odour is lost; it has a faint unpleasant 
smell which has been compared to that of the washings of 
flesh. 



Fig. 62.—Transpareni,, gnuiiilar. Wood and cpiHielial casts from a case of acute 
Bright’s disease; five reiuU epiUieJium: and Wood (fisks. 

The deposit when examined microscopically (see Fig. 52) is 
found to consist of blood-corpuscles, loose renal epithelium, 
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free nuclei of those, tube-casts, shapeless masses of collated 
fibrine, and the broken <Uhria of all these structures. 

There are also generally found epithelial cells from the pelvis 
of the kidney and the bladder. 

The renal epithelia vary a good deal in their appearance. 
Sometimes they look almost natural, only somewhat swollen 
and opaque. More frequently they are much broken down ; 
their nuclei are set free, or are only invested in part by the 
granular cell-contents which naturally surround them. The 
disintegrated epithelium forms an amorphous dark granular 
lUhris scattered over the field. When very abundant, the 
epithelium communicates a milky appearance to the urine. 
The free nuclei greatly resemble red blood-disks both in shape 
and size, but they are devoid of the biconcave figure, and 
refract light more strongly. A solution of Magenta tints 
them of a deep carbuncle-red. The free blood-disks are fre¬ 
quently distorted. When the urine is of high density, they 
are shranken, and often puckered at the margins ; on the other 
hand, when the urine is of lower density, 1017 and under, they 
expand, lose their central depressions, and eventually burst, 
and cease to be recognisable. 

The tube-casts are abundant, and of varied size and 
appearance. The most common are of “ medium ” size, 
transparent, beset with epithelial cells or blood-disks. Mixed 
with these may be some “ very large ” and some “ very 
small ” hyaline casts, together with opaque granular casts 
(Fig. 52). 

Specks of oil are generally altogether absent; sometimes, 
however, a few small ones are seen either on the casts or within 
the epithelia ; but their number is always quite insignificant 
in the early stages of the disease. 

The proportion of albumen in the urine during the height 
of the complaint varies, according to Frerichs, from 8‘2 to 
]2'7,17-5 and 24‘8 per 1000, Christison found 27 and Heller 
57 per 1000. The quantity lost in the twenty-four hours 
varies from 80 to about 400 grains (Frerichs, Gorup v. Besanez). 
The natural solid constituents of the urine are diminished in 
proportion to the obstruction in the kidneys. The excretion of 
urea falls to 100 or 200 grains (from 400 to 600 grains in 
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health) and the inorganic salts are considerably lessened. Uric 
acid maintains about its usual quantity. 

The hlmd becomes speedily deteriorated by the unnatural 
drain through the kidneys. It becomes more watery and 
IK)orer in albumen, while urea, uric acid, and the extractives 
are unduly accumulated in it. The blood corpuscles diminish 
in number as the disease proceeds, and a generally anaemic 
appearance of the body is produced. Fibrine is usually in 
excess, and the blood displays a bnfFy coat. The fat and in¬ 
organic salts retain their usual proportion. Prerichs supplies 
the three following analyses of the blood in the early period of 
acute Bright’s disease :— 

I. II. III. 


Specific gravity. . . . 102.5 1022 1019 

1000 piirts of serum contained:— 


Water. 

908-10 

916-88 

938-9 

Solids. 

91-90 

84-12 

61-1 

Albumen . . . . 

81-40 

72-00 

61-7 

Fat. 

1-42 

1-53 i 
10-59 f 

9-4 

Extractive matters ami salts . 

9-09 


After the disease has persisted for a variable period of a few 
days to some weeks, it proceeds to one of three terminations, 
viz., recovery, death, or lapse into the chronic state. 

When the case is about to terminate favourably, the urine 
increases in quantity to three or tour pints daily; its density 
i'alls below the natural mean (1012-1008); and the blood, renal 
elements, and albumen gradually diminish and finally disappear 
from it. At the same time the skin becomes moist, and the 
serous effusions are re-absorbed. The rate of progress varies 
extremely. If albumen has totally left the urine in six weeks 
or two months, the recovery may be considered quick. The 
shortest period that I have known to elapse, from the first 
symptoms to complete re-establishment of the normal- state, 
has been ten days. 

Some cases reach final recovery only after a protracted and 
interrupted convalescence of many months. The urine during 
this period continues abundant, of low density, occasionally 
of pink colour from slight admixture of blood. The anasarca 
is also apt to recur and disappear, and recur again, perhaps 
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Beveral times, accompanied with febrile exacerbations of sub- 
acnte characiter. In one such case observed by me the symptoms 
finally subsided in five months. The patient was seen ten 
months later, and the urine found perfectly free from albumen. 
In a second case, a slight admixture of blood continued, in 
diminishing quantity, for more than twelve months. In both 
these instances, and in a third similar to these, the characters 
of tlie urine were uniform : it was copious (three or four pints 
daily), of low density, slightly mixed with blood, slightly albu¬ 
minous ; the renal derivatives were devoid of fat, and, through¬ 
out the convalescence, comparatively scanty. 

Not unfrequently, in the ordinary course of recovery from 
acute Bright’s disease, the renal elements—both easts and 
epithelium—show slight signs of fatty changes. This circimi- 
stance is apt to embarrass the diagnosis, and lead to the sus¬ 
picion of the existence of confirmed and chronic Bright’s dis¬ 
ease, if the case first come under observation in this stage. 
The doubt can only be solved by watching the progress of the 
case for a week or two. 

But matters do not always take this favourable turn ; and 
twonew orders of symptoms arise, and bring life into imminent 
peril, or involve it in destruction. These ai'e secondary in¬ 
flammations of the serous membranes and the lungs, and 
uraemic intoxication. 

Of the inflammatory complications, pericarditis is the most 
surely fatal, but it is rare. Pneumonia is more common ; it 
breaks out without appreciable exciting cause, and usually runs 
a rapid course to a fatal end. Pleurisy and peritonitis are also 
not unfrequent, but greatly less to be feared. More or lees 
bronchitis exists almost invariably. When the anasarca rises 
to an extreme degree, the integuments of the legs may inflame, 
and even mortify. These secondary inflammations are much 
more common in the later stages of chronic Bright’s disease 
than in the acute disorder. 

The urtemic phenomena are due to the retention in the blood 
of the excrementitious matters of the urine. They consist in 
a train of nervous symptoms—^headache, vomiting, diarrhoea, 
convulsions, and coma—which are frequent incidents, and 
much to be feared in acute Bright’s disease. Tiiey usually 
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follow an excessive dimimition or suppression of the urine from 
tlie increasing obstruction in the kidneys. It will be more 
convenient to postixme their consideration to a future section, 
when nraetnia, in connection with Bright’s disease generally, 
will be discussed. 

Cci tain deviations from the usual course and symptoms are 
not un frequently encountered. Although serous effusion gene¬ 
rally first shows itself in the face, under the eyes, and then 
invades the trunk and extremities, it may begin elsewhere—in 
the feet, hands, or scrotum ; or all paits of the body may swell 
up simultaneously. The effusion, too, may shift its place from 
time to time, or it may be poured out with disproportionate 
copiousness in certain localities (lung, pleura, submucous tissue 
of the glottis), and thereby determine sudden accession of 
alarming or fatal symptoms. 

The anasarca commonly disappears some days or weeks, or 
even many months, before the albumen has vanished from the 
urine; but sometimes the converse is the case, especially in 
individuals of lax frames and ansemic tendency. When cases 
of this latter class come under observation for the first time 
alter the urine has become free from albumen, they are very 
a)>t to mislead, and their true nature can only be recognised 
by a careful sifting of the patient’s previous history. 

Dmjnosis .—The general symptoms, and the alterations of 
the urine, arc so significant daring the height of the attaclc, 
that the disorder can scarcely be confounded with any other. 
But when the pyrcctic stage is passed, and the case becomes 
jirotracted, there is often great difficulty in determining whether 
we have to deal with the declining periods of an acute and 
curable disorder, or with a disease which has already lapsed 
into the chronic and irremediable state, or with a disease which 
has been chronic from the first. Chronic Bright’s disease is 
subject to occasional febrile recrudescences, which are decep¬ 
tively like an attack of the acute disorder. The signs that the 
disease is acute and recent are :—free presence of blood and 
renal epithelium in the urine, absence of fat in the discharged 
elements, absence of long-standing complications, such as 
hypertrophy of the left ventricle, phthisis, caries, necrosis, and 
jomt-discase. A careful consideration of the previous history 
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and of the OBtensible cause of the disorder is, also, of dia¬ 
gnostic importance. The less clearly a case can be traced to a 
definite exposure to cold, a bout of drinking, or to scarlet 
fever, or some other zymotic disease, the more reason is 
there pi'o tanlo, to fear that confirmed Bright’s disease is 
established. 

Prognosis .—Precise data concerning tlie fatality of acute 
Bright’s disease are wanting. A large majority of the cases 
undoubtedly recover. Frerichs reckons the recoveries as two- 
thirds of the individuals attacked. Probably this proportion 
is below the truth if the scarlatinal cases be included. 

The signs of approaching resolution are:—increased dis¬ 
charge of urine, diminished impregnation of it with blood and 
albumen, subsidence of the febrile phenomena, of the anasarca 
and serous effusions, and restoration of the cutaneous transpira¬ 
tion, At the same time, the countenance loses its stupid ex¬ 
pression and its anmmie hue, and resumes its ordinary healthy 
aspect. The co-existence of all these signs leaves no doubt of 
advance toward a favourable issue ; but the occurrence of some 
of them without the others, must not lead to too sanguine 
expectations. Tlie anasarca may disappear totally, and blood 
cease to tinge the urine; the quantity of the secretion may 
increase considerably, the pyrexia pass away, and the general 
well-being of the patient improve greatly ; but if the urine 
continue to contain a considerable amount of albumen, there is 
strong reason to apprehend that the disease is lapsing into a 
{•hronic state, or that the amendment is but a tempoi’aty lull 
in the symptoms, to be followed at no distant period by an ex¬ 
acerbation, which shall prove more disastrous than the original 
attack. Eecovery cannot in any case be considered complete, 
until the urine has become perfectly free from every trace of 
albumen. 

If the urine become progressively scantier, of higher density, 
and more abundantly charged with albumen, tube-casts, and 
renal epithelium, the worst consequences arc to be feared. The 
advent of inflammatory complications, of oedema of the lungs 
or glottis, and, above all, of decided signs of ursemic poisoning, 
are of equally evil augury, and leave but slender hopes of the 
final preservation of life. 
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The prognosis is docidedlj more favourable in the aged than 
in the young. I have several times seen the disease in persons 
over sixty, and once in a man on the verge of eighty ; but in 
most of them the disease proved mild, and in all of them 
it issued in recovery. 

Etioloyy .—Acute Bright’s disease, though not absolutely 
confined to any age, occurs, in the immense majority of cases, 
in childhood and youth. The individuals attacked are com¬ 
monly of good previous health ; in two instances, however, I 
have seen the disease complicated with acute pulmonary 
tuberculosis. 

The exciting cause is usually some definite exposure to cold 
(a damp bed, wet clothes, lying or sleeping on the damp 
ground, sitting in a current of cold air, drinking cold water 
when in a state of perspiration), or a bout of drinking. A 
lai^e proportion of the cases are sequel® of scarlet fever, or 
(much more rarely) of some other zymotic disease. Some cases 
are due to pregnancy. 

Treatment .—If the case is seen at the time of invasion, the 
patient should be at once confined to bed, swathed in flannels, 
and made to lie between the blankets. The loins should be 
immediately cupped to eight or twelve ounces (in children to 
two or three ounces). After the abstraction of blood, a large 
linseed-meal poultice should be applied, hot, to the loins, and 
changed every three hours. A hot-water bath or a hot-air bath 
should be administered every evening, or every second evening. 
When no conveniences for a hot-water bath exist, an excellent 
substitute is found in tlie “blanket-bath.” A large thick 
blanket is wrung as dry as possible out of boiling water, and 
wrapped round the body of the patient; the bed-clothes are 
then heaped on. In twenty minutes or half an hour, the hot 
blanket is removed, and the surface quickly dried with a warm 
soft towel. 

The bowels should be freely acted on every other morning 
by an active purge, such as the compound jalap powder. An 
endeavour should also be made to allay the fever and restore 
the* action of the skin, by citrate of potash draughts, given 
every two hours, in effervescence, or a mixture of the Liq. 
Ammon. Acet. in two or three drachm doses, with fifteen drops 
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of tincture of henbane in an ounce of Inf, Lini. Dr. Barlow 
recommends tartar emetic in, doses of from -J- to 4 of a grain. 
I have myself employed the same remedy tvith the best 
effects, every four hours. Dr. Johnson also speaks highly 
of antimonial wine, sometimes combined with Dover's 
powder. 

The diet should be composed of light farinaceous substances, 
with milk, beef-tea, and broths. Flesh meat in any form is 
objectionable in the early stage. , 

The abstraction of blood most be cautiously practised, on 
account of the tendency to anmmia in the later periods of the 
attack ; and if the patient’s health is broken by iirevious 
disease, or is constitutionally weak, even local depiction is 
better omitted. If severe headache, coma, or convulsions 
occur, the cupping may be rcijcated. In very threatening, 
sthenic cases, where the fever runs high, venesection may be 
practised. 

When the fever has abated, and the anasarca is yielding, the 
more active measures should be discontinued, or pursued in a 
less active manner; but the efforts to restore and maintain the 
.action of the skin should be persevered in. In the later 
periods, when convalescence h.as been fairly established, pre¬ 
parations of iron should be substituted for the alkaline and 
diaphoretic remedies. It is always well to begin with small 
doses, and to feel one’s way. A too early resort to terrnginous 
preparations may be followed by a return of the acute symp¬ 
toms. When iron is tolerated, it acts with great l)enefit, and 
hastens in a marked manner the disappearance of blood and 
albumen from the urine. My experience agrees with that of 
Dr. Parkes, that gallic acid exercises no beneficial influence in 
the acute diMirder. 

The use of mercury is objectionable, on account of the 
extreme susceptibility of patients sufiering from Bright’s 
disease, to the physiological effects of the drug. Severe saliva¬ 
tion has been known to follow very small doses. In one of my 
patients two gi-ains of blue pill, administered with extract 
of colo(^th on two alternate mornings, produced profiise 
ptyalism. 

The obstinate vomiting which occasionally prevails, may be 
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combated with creasote, or small doses of chloroform, given in 
iced solutions. A careful revision of the diet should also 
be made. The gastric symptoms are sometimes due to direct 
sympathy with the renal irritation, and sometimes to genuine 
uraiinic poisoning. The treatment of nrromia will be con¬ 
sidered in a separate section. 

The sceondaiy thoracic inflammations jn-esent great difficulty 
in tlicir management j they commonly set in when the patient 
is no longer in a fit state to bear the ordinaiy antiphlogistic 
moons; and they run their course with unusual severity and 
rapidity. Counter-irritants and revulsives may, however, loo 
encrgeticfdly employed. Cantharides and turpentine should be 
avoided, from their special irritating effect on the kidneys; but 
hot-water applications, mustard iKJulticcs, and chloroform 
epithems may be applied locally over the chest, and to more 
distant parts—the calves of the legs, the feet, &c. Dry 
cupping over the chest is also a sale and sometimes valuable 
remedy. 

When a favom-ablc issue has been obtained, unusual care is 
required to guard against relapses, to which tlie patients con¬ 
tinue liable for a •considerable period. The slightest exposure 
is sometimes sufficient to rc-awakeu the pyrexia, and to cause 
the re-appearance of albumen and blood in the urine. A com¬ 
plete suit of flannels is essential: and as a rule the convales¬ 
cent should not be pennitted to leave his room until tho 
albumen has disapjieared from the urine. When that comes 
to pass (or before, if the case prove very lingering), change of 
air to a warn sheltered locality is likely to be highly beneficial, 
and to hasten the restoration of the impoverished blood. 

Objections have been made, on theoretical grounds, to the 
use of the saline diuretics (acetote and citrate of potash) in 
acute Bright’s disease. Experience has proved, however, that 
they may be employed with great advantage. They become 
changed in the jmwjte via into alkaline carbonates, and these 
diminish the acidity of the urine, and render it more bland as 
it percolates the renal substance. In a disease which tends to 
spontaneous recovery under simple hygienic and prophylactic 
treatment, it is necessarily a matter of extreme difficulty to 
bring home the evidence of the curative power of drugs; bub 



TREATMENT. 387 

in a considerable number of cases of acute Bright’s disease, 
coming under treatment early, I have obtained almost invari¬ 
ably the best results by the free administration of citrate of 
potash. And in no instance where the urine has been rendered 
alkaline in the first week of the complaint, have I observed the 
more severe uramic symptoms, or secondary inflammations. 
In the later periods, when the tever has altogether subsided, 
while the urine still continues bloody and albuminous, the same 
medicament has not proved of any service in my hands. 

Digitalis and broom-tops may be used freely in any stage to 
combat the dropsy. Dr. Ohristison recommends a combination 
ol‘ digitalis and bitartrate of potash as superior to either 
remedy given singly. “ The former was usually given in the 
dose of one or two grains of the powder, in the form of a pill, 
three times a day, or in the dose of ten, fifteen or twenty 
minims of the tincture, three times daily in a little distilled 
water of cinnamon or cassia. The cream of tartar was adminis¬ 
tered thrice a day in the tpiantity of a drachm and a half, 
or two dnichms, with about five ounces of water. Diuresis 
may generally be induced by such means in the course of three 
or four days, sometimes sooner—seldom, however, if delayed 
beyond the seventh day.” (p. 149.) 

Dickinson lays considerable stress on the desirability of 
encouraging the patient to drink freely of water, with a view 
of facilitating the elimination of the urinary solids by the 
kidneys, and thus diminishing the risk of ursemic intoxication. 

Hamburger speaks strongly in favour of quinine in scarla¬ 
tinal dropsy, after the pyrexia has abated. He gives to chil¬ 
dren ll- or 2 grains, arid to adults 3 to 4 grains, twice a 
day. Of 47 severe cases thus treated he obtained amendment 
in 44, either immediately or in a few days (Prag. Viertel- 
jahrsch, 1861). 
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(HiAPTER IV. 

CHRONIC BRIGHT’S DISEASE. 


Hec irfnviia'ji prefixed to Chap. II. p. 365. 

AXATOMICAI. ClIAXGES IN THE KIDNEYS. 

T he kidneys of persons dying of chronic Bright’s disease, 
present three chief types of alteration, viz.:— 

Type I .—Kidiietj mmoth, white, and enlarged ; in ex¬ 
treme cases, rarely met with, kidney atrophic (chronic 
nephritis). 

Type II .—Kidney yramilar, hrownish, or red, and con¬ 
tracted (eirrhotic kidney). 

Type III .—Kidney lardaceous or waxy (so-called amyloid 
degeneration). 

The special clinical history jicrtaining to each of these ana¬ 
tomical types, has not been made out with sufiBeient precision 
to enable them to be invariably recognised during life ; but 
much light has, in recent 3 ’cars, been thrown on the subject, 
enough to permit a synopsis of the sjTnptoms, and conditions 
of origin, of the three types to be presented. 

Tliesc tj^jcs are not always found simple and unmixod. On 
the contrarj', the main type of alteration present in any case, 
is often complicated by supei'added changes belonging to 
another type. Thus the smooth white kidney becomes not 
unfrequently alfected with waxy degeneration; and the gra¬ 
nular and the waxy kidney arc each liable to inflammatory 
attacks, which bring about changes belonging to the first 
type. In this way a complex anatomical state is produced 
which is associated with a complex clinical histoiy. 
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1 . Smoth white Kidn etj. 

(Chmiic Xephritui.) 

The structural changes in the smooth white kidney are 
similar in kind to those already described as ijertaining to 
acute Bright’s disease, but advanced to a farther stage ; the 
surface continues jxjrfectly smooth; the organ is consider¬ 
ably enlarged; tiie capsule is thin and easily stripped off. 
Conspicuous stell.-ite patches of blood-vessels are seen on the 
white or mottled surface. On section the cortical substance 
is seen to be greatly increased; its colour is ivory white, or 
(in cases of fatty transformation) yellowish. The cones retain 
their usual colour, but they appear conspicuously red from 
contrast with the abnormal whiteness of the corte.x. 

The microKCoj)ic changes, as dcseribed by Dickinson and 
Grainger Steu'art, are. essentially confined to the uriniferous 
tubes. The epithelial lining of the tubes is enormously in- 
cre.ascd in quantity, and the tubes arc thereby distended and 
enlarged. The cells arc swollen, generally opsique and gra¬ 
nular, and often largely charged with oily particles. The in¬ 
tertubular stroma is neither increased nor altcwid. In the pro¬ 
gress of the disease a number of the distended tubes and their 
contents are broken up mto a granular debi'k, and afterwards 
absorbed. Transi)arcut fibrinous effusion and blood are some¬ 
times seen within the tubules. The Malpighian eorpuscles 
arc either of their natural size or only slightly enlarged, and 
their capsules are thin, as in the natural kidney. The cones 
undergo changes pf a corresponding character with those of the 
cortex, but less developed ; and fibrinous casts are found occu¬ 
pying the interior of the straight tubes. 

The large smooth kidney generally remains large and smooth 
to the last; but, sometimes, if the patient suiwive sufficiently 
long, the enlargement gives place to a progressive dwindling; 
and in very ox*trcme cases, the kidney may be reduced to a 
weight of only an ounce, or even less. This dwindling is, 
however, not an invariable event, even when the patient 
survives for some years. Dr. Wilks relates the following 
example:— 

“ A young woman, tet. 23, had scarlatina three years before death. Thera 
was very slight emptiion; dropsy soon followed, which lasted a year. 
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Then the }mtient was slightly hotter, hut remained an invalid, with (edema 
of the legs, until the last five months, when veiy expensive and general 
dropsy came on and persisted. The urine was then scanty, dark, and 
contained exudative deposit. She had tiueo epileptiform fits and death 
suhsc'iuently ensued from phmritis and pericarditis. Lungs were found 
very (edematous. The aorta and arteries were covered with an atheromatous 
de)iusit: and the Iddivijn W(!rc large and white, with an abundance of 
deposit, much of whhdi had undergone a fatty eluinge.” (Guy’s IIosp. 
Kep. iiud series, vol viii. p. 243.1 


When the sm<x)th kidney becomes fitrophied, the capsule 
is somewliat thickened, and disposed to adhere to the renal 
surface, and slight superficial depressions make their appear¬ 
ance, giving the organ a slightly granular character. 

This atrophic condition seems to be brought about by a 
destruction and gradual absorption of the distended tubules 
and their epithelial contents. The cortical substance is thus 
progressively consumed while the jiyramidal portions retain 
their natural dimensions. Qfiic bloodvessels arc found much 
thickened, and, according to Grainger Stewart, there is a rela¬ 
tive increase of the fibrous stroma, but by no means to so 
great an extent as in the ciri-hotic kidney. Dickinson states 
that the dwindling of the large white kidney is usually due to 
tlic super-addition of amyloid changes. 

The large white kidney is not unfrequently greatly infil¬ 
trated with fat. Oily particles are found in great numbers in 
the substance of the epithelium and lying free in the tubules. 
It constitutes one form of the “ fatty kidney.” This change 
sometimes begins at an early stage of the disease, but it only 
reaches an extreme degree in long-standing cases. Fatty 
trnnsfonnation is much more frequent when the disease has 
arisen from cold than when it has followed scarlatina. 

Sipwpais of sjimpimm ami cmlHious of origin .—The smooth 
kidney is found in those cases in which chronic Bright’s 
disease has followed on the acute disorder. The invasion of 
the disease has been sudden, and it ctm usually be traced to 
some definite exciting cause, cither cold or scarlatina. I have 
also seen tlie large white kidney in chronic Bright’s disease 
following rejwated pregnancies, and in a case arising in the 
course of phthisis. 
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The average age of IOC cases of smooth large kidney, ex¬ 
amined by Dickinson, was 28'2 j-ears; in 11 cases of smooth 
dwindled kidney the average age was 43'C years ; whereas in 
250 cases of granular kidney the average ago was 50‘2 years. 

Serous effusion is an almost invariable coincidence; the 
body is commonly bloated with dropsy; the face pale and 
puffy, and the cutaneous surface conspicuously white, smootli 
and glossy. There is also a markedly greater tendency to 
secondaiy inflammations, and to nrmmic accidfents, than in 
gi’annlar kidney ; but less to valvular heart disease and hyper¬ 
trophy of the loft ventricle. 

The mine is generally scanty. Its specific gravity is citlier 
normal, or somewhat raised above the usual average. It is 
pale and cloudy, but sometimes smoky and tinged with blood. 
On standing, it deposits a <piantity of amorphous renal 
and casts of tubes. The casts arc of various character, “ epi¬ 
thelial,” “ granular,” “ fatty,” and “ hyaline.” Cells having 
Uie ajrirearanee of pus corpuscles are common torvards the 
later periods. 

The diseiise is of shorter duration than the granular kidney. 
Li fatal cases the ordinary duration of the disease is under 
six mouths. Temporary recoveries and relapses are frequent. 
Permanent recovery may bo hoped for even after the lapse of 
a year or more. In these protracted cases the albmninuria 
continues long after the dropsical symptoms have passed away. 
1 have known cases in which abundant albuminuria has per¬ 
sisted for more than a year after all other symptoms of 
disease had ceased. At length the albuminuria has gradually 
disappeared, and the reality as well as the appearance of health 
has been established. 

Quite e.xceptionally the disease may be protracted for several 
years. Dr. Johnson records an instance which endured for 
ten years, with good preservation of health for a portion of 
that period. Nine years before death, the urinary deposit 
clearly indicated fatty degeneration of the kidneys. After 
death, the kidneys were found dwindled to an ounce and 
three-quarters for the jjair.* 


Med. Cbir. Ti'ans. vol. xlii., p. ICO. 
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2. Granular wnU wtwig Kidney. 

(Cirrhotic Kidney.) 

The gland is diminished in size and reduced in weight. 
In extreme cases the weight of the kidney is reduced to two 
or three ounces, or less. Its surface is rough, and beset 
with numerous rounded elevations, Tarying from the size of a 
pin’s head, to a hemp-seed, or even a small pea. The capsule is 
opaque, thickened, and adherent to the subjacent surface, so that 
it cannot Itc peeled off without tearing the glandular structure. 
In certain spots the capsule sinks into the substance of the 
cortex, and divides the kidney irregularly—giving it a lobular 
appearance. On section, the cortex is manifestly atrophied, as 
compared with the cones, and forms a thin rim of only a line, 
or less, in thickness around the bases of the pjTamids. It 
has a red, or brownish-red colour, and a coarse granular 
texture. The entire organ is tough and rcsistent. 

It is only rarely that tlie granular kidney is encountered in 
, the early stage of its dcveloj)ment. When such is the case, 
tliickcning of the capsule and slight granulation of the surface 
are found to precede contraction, so that the organ at this 
period preserves its normal volume. The granular kidney, in 
the contracted state, allows injections to penetrate imperfectly. 
Dickinson found that when a stream of warm water was pro¬ 
pelled through the blood-vessels, a very considerably less quan¬ 
tity passed in a given time tlian through a healthy kidney— 
less also than through the large smooth kidney—showing that 
the permeability of the gland to the blood-stream was greatly 
lessened. In the healthy kidney, the mean discharge through 
the renal veins in ten minutes was 119 ounces; in the large 
smooth kidney, 90 ounces; and in the granular cpntracted 
kidney, 25 ounces. 

This diminished permeability is not wholly due to tlie 
cirrhotic state of the intcrtubular matrix, but partly to thick¬ 
ening of the walls of the minute arteries of the kidney, as has 
been pointed out by Dr. G. Johnson. (Brit. Med. Joum.. 
April, 1870.) 

When a thin section of a granular kidney is placed under, 
the microscope, the secretin? tissue is found to have undergone 
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extensive destraction. The Malpighian bodies are shrunk to 
half their size, and unnaturally crowded together. Their 
vascular tufts are embraced in a fibrous and granular invest¬ 
ment, and, in extreme instances, compressed into an imper¬ 
meable knot at the bottom of their capsules. The uriniferous 
tubes are altered in various ways, and to various degrees. 
Some are denuded of epithelium and reduced to mere tubular 
threads; others, equally denuded, contain glassy fibrinous 
cylinders; while others are crammed with broken-uj) epithe¬ 
lium. Oil is found uot nnfioquontly both in tlie fibrinous exu¬ 
dation and in the disintegrated epithelium, but not so com¬ 
monly nor so abundantly as in the smooth kidney. Amid 
tubes changed to this degree, are found others not much 
altered, and lined with their projicr and healthy epithelial in¬ 
vestment. Between the wasted structures lies a large quantity 
of adventitious eonneetivc tissue, which gives the organ its 
peculiar toughness. 

Of the intimate nature of the process which finally brings 
about this result, there are conilieting opinions. Dr. Johnson 
believes that the mischief begins in the epithelial cells, while 
Dickinson and Grainger Stewart describe it as originating in 
the intertubular matrix, and as consisting essentially in an 
enormous hy 2 iertrophy of the fibrous stroma of the organ. 
By the pressure and contraction of this fibrous material the 
uriniferous tubes and Malpighian corpuscles are extensively 
destroyed, and the size of the kidney is iwogrcssively reduced. 
According to Dickinson the fibrous giowtli begins beneath the 
capsule, and then penetrates into the interior of the cortex. 
The points where the fibrous processes penetrate are depressed, 
and when these are numerous and distributed with tolerable 
regularity, the appearance of superficial granulation is jto- 
duced. The disease thus travels from -the surface towards the 
central parts, and eventually involves the pyramids. 

Sir William Gull and Dr. Sutton xiropound a different view 
of the pathology of granular kidney. They assert that the 
morbid process consists in the deposit of a “hyalin-fibroid" 
material in the fibrous coats of the small arteries and capillaries, 
f This morbid change is attended with atrophy of the subjacent 
tissues: it is not confined to the kidneys, but may prevail 
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extensively throughout the arm vaxculom. Although it gene¬ 
rally begins in the kidneys, there is evidence of its beginning 
primarily in other organs. A brief acconnt of these views is 
given furtlier on in treating of the connection of Bright’s 
disease witli diseases of the heart and vascular system. 

The development of cysts is verj' common in the granular 
kidney. They vary in size from a pin’s head to a pea or a 
hazel-nut; but many are so minute that they can only be de¬ 
tected by the microscope, not lieing larger than the width of 
the nriniferous tubes. Mr. Simon believes that they arc formed 
by an immense dilatation of epithelial cells—a development 
that seems incredible, considering the fragility of the outer 
portions of these cells; -and one that would be, so far as T 
know, without ])arallel in histogenesis. A I>cttcr sustained, 
and more commonly accepted, view is, that they are 2 ’rodnced 
by obstruction of the nriniferous tubes with exudation, at in¬ 
tervals, or by comj)i-ession of their walls at interrupted spots 
by the contracting adventitious tissue. The spaces thus en¬ 
closed become distended with a serous fluid, and are sometimes 
found lined with an epithelial layer. Their contents are not 
urinous, but. consist of an albuminous saline solution. In the 
cones they are sometimes elongated and iilaced end to end like 
•a string of siiusages (Dickinson). (Sec Ovsts and Cy.stio 
D nOKNJiliATIO.N' IN THE IvIDNEYS.) 

Sunojmx of xjimjiloms anil ronilifionn o/oriifin .—The granular 
kidney is found in the vast majority of those arses of Bright’s 
disease, wdiich are chronic from the beginning—those which 
eomnicnee insidiously, without definite e.xciting cause. Dropsy 
is altogether absent in a considerable jwojrortion (irerhaps in a 
quarter—according to some, in one-half—) of the cases, and 
when present, it is commonly slight, and limited to oedema of 
the ankles and legs, or a jmffiness under the eyes. It often 
disappears for a while, aud returns again. 

The disease may run a latent course for months and years. 
A deep constitutional cachexy is associated with it in a largo 
irroportion of cases. The subjects of it are more advanced in 
years than those of the smooth large kidney (see p. 1391).* The 

* Young ijersons anil even chililren arc, however, sometimes the victims of ' 
this typo of Bright’s disease. 1 saw a remarkable example with Dr. Barlow, 
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cntaneous surface, though pale and aujcmic, has not the con¬ 
spicuous whiteness of the preceding type, and the featui-es 
are often pinched and sallow. With this tyi^e of Bright's 
disease are specially associated hypertrophy of the left ven¬ 
tricle and certain changes in the small arteries which will be 
more fully noticed in a future page. {See Complicatioxs.) 

The urine is copious—three or four pints a day—and of low 
s[)ecific gravity; the quantity of albumen is comparatively 
small; in rare cases it may even be temporarily absent from 
the urine. Toward the tcrmin.ation of the disease, liowever, 
the urine becomes scanty, or even suppressed. 'J'hc deposit is 
slight, composed of hyaline and granular casts, with very slight 
admixture of epithelium, not often fatty: the deposit is often 
so scanty that it may escape detection, or there may really be 
none. As a rule, blood is absent. 

The common predisposing causes arc habitual intemperance, 
gout, lead poisoning, repeated exposnn; to cold, and extensively 
distributed fatty degeneration of the tissues. 


As these two tyjies—the smooth largo white kidney, and the 
granular red contracting kidney—constitute the vast majority 
of cases of Bright’s disc.^se, the question of the oneness or 
multifbnirity of Bright’s disease has mosHj' been limited to the 
inquiry—whether the latter is the ultimate stage of the former, 
or whether the two are distinct from first to last. 

Reinhardt and Frerichs believe tliat the large white kidney 
will, if the patient survive, eventually become granular, red and 
contracted. This view seems latterly to have gained common 
assent in Germany, and in Rosenstein’s recent edition of his 
work it is adopted without discussion. In this country, how¬ 
ever, the opposite view has steadily gained ground; and the 
evidence brought forward by Johnson, Wilks, and Dickinson 
appears to place the matter beyond reasonable doubt. 

Johnson found that out of 2 (i fatal cases of enlarged kidney, 
observed by himself, there was dropsy in 2-1, or 92 per cent.; 
whereas in 33 fatal cases of contracted kidney, there liad been 


in a child of 6 years, of which Dr. Barlow has ^ven an tlalioiatc account iu 
thp Lancet for Aug. 1, 187f. ; 
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dropsy only in 14, or 42 per cent. He pertinently observes :— 
“ If all tlie contracted Bright’s kidneys have passed through a 
previous stage of enlargement, it is difficult to understand how 
it can happen that the majority of those patients who have 
reached the final stage of renal degeneration should escape the 
dropsy, which, in a greater or less degree, troubles nearly all 
those who die in what is assumed to be an earlier stage of the 
same disease.” * 

Oonvulsions and secondary inflammations (pneumonia and 
peritonitis) arc more frequent with the smooth kidney; 
whereas hypertrophy of the left ventricle, atheroma and 
apoplexy are more irequent with the granular kidney. 

It must, of course, be borne in mind that it is not now dis¬ 
puted that the large white kidney does sometimes suffer atro¬ 
phic changes, and that in exceptional cases it may at length 
dwindle to very small dimensions. Johnson and Dickinson 
and Grainger Stewart adduce several examples of such a 
change, but they insist, that even in its furthest stage of con¬ 
traction, the smooth white kidney is still distinguishable from 
the granular red kidney. 

3. Lardacmis or Waxy Kidney. 

(bio-callfd Aiiiyloid Dcgciurnlion of Virelww—Depuratiee IHicasa 
of JJliUuson.) 

Most pathologists now distinguish the waxy or lardaceous 
kidney from the preceding varieties of Bright’s kidney. 

Extenially, the waxy kidney is smooth, or sometimes slightly 
roughened; tlie capsule peels off readily. The organ is usually 
enlarged, sometimes, however, diminished in size. On section 
the appearance iff characteristic. The cortex is bloodless, of a 
while or yellowish colour, with a waxy, smooth, translucent 
appearance, resembling bacon-rind. The organ is con- 
spicuonsly tough and hard. On the smooth cut surface, little 
appearance of the natural secreting structure is seen, but it is 
dotted over with bright glancing points: these are the changed 
Malpighian bodies. The cones appear unnaturally red and 
distinct. 


Meii. Cbir. Trans, vol. xlii. p. 156. 
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This description answers only to extreme degrees : in slighter 
cases the nature of the change can only be made out with the 
microscope, or by applying a solution of iodine. When a thin 
section is highly magnified, the waxy change is seen to affect 
mainly (sometimes exclusively) the blood-vessels. The deposit 
invades primarily the muscular coat of the arteries, which it 
renders abnormdly thick and transparent, thereby diminishing 
the lumen of the vessel. The Malpighian corpuscles ai’o the 
parts earliest attacked. They appear as shining particles with 
thickened capsules; their vascular tufts are infiltrated with 
the waxy material. In advanced cases, the vasa aflercntia, with 
the arteries and capillary network of the cortex, and even the 
vessels of the pyramids, are similarly changed. 

The epithelial cells of the uriniferous tubes arc commonly 
withered, often infiltrated with fatty molecules; but they are 
never themselves, according to IVagncr, the seat of waxy 
change.* Hyaline waxy casts exist in some of the tubules. 
The stroma of the gland is much increased in quantity, but 
is not lardaceons in character. 

The proper test for waxy degeneration is a watery solution 
of iodine, which imparts to the portion so affected a deep 
mahogany brown colour, whereas the parts not so affected take 
a merely yellowish tinge.t 

The liver and spleen are usually enlarged, and in a larda- 
ceous state, when the kidneys arc so affected. Of 77 cases 
collected by Eosenstein, the three organs together were affected 
in 48 ; the.«pleen and kidneys in 20 ; the liver and kidneys in 
4 ; and the kidneys alone in 5 eases. 

The chemical nature of the waxy material has only recently 
been investigated. Virchow concluded from the violet colour 


• Dr. S. Stewart states that occasionally, epithelial ccIIc are found on the 
casts in the urinary deposit, which exhibit tho pectiliar reaction of lardaccous 
matter. 

+ The liquor iodi of the new British Fhanuaco]xnia, diluted with water 
until it has the colour of brown sheny, is recommended as a convenient form 
for testing waxy degeneration (Dickinson.) A solution of metliylaniline has 
been recently proposed by JUrgens and Comil as a test for waxy degeneration. 
My colleague, Dr. Dreschfeld, has found that a eolation of Kosaniline gives a 
a still more characteristic reaction. It colours the aifected parts brl^lu red 
and the non-affected parts brown. 
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produced by iodine and sulphuric acid that it belonged to the 
same group as starch and cellulose, which likewise yield a 
violet tint with the same re-agents. But the ultimate analyses 
of C. Schmidt and Kekule show that it contains nitrogen— 
and indeed as much as 15 per cent., or almost exactly the same 
proportion as the protein compounds. Neither of the chemists 
named could ])rodncc a particle of sugar from it by boiling with 
dilute sulphuric acid. It further resembled albuminous com¬ 
pounds, in yielding a violet colour with the cnpro-potassic solu¬ 
tion, in dissolving completely in dilute caustic potash, and in 
being precipitated from this solution in white flocks by acids.® 
The projwrtion per cent, of carbon, hydrogen, and nitrogen, 
found by Kekule, in purified waxy matter, from an exquisite 
specimen of lardaceous spleen, was:—C 53'58; H 7‘00 ; N 
]5'4—which corresponds closely with the per-centage of the 
same elements in albumen. Dickinson considers it a variety of 
fibriim—but differing from ordinary fibrine in containing about 
one fourth less alkali and a somewhat larger proportion of 
earthy salts. To call it “ amyloid” is simply a misnomer, and 
an unfortunate one, because it leads to confused notions as to 
the existence of some connection lajtween waxy degeneration, 
and the (genuine) amyloid substance found in the healthy liver. 

S^nopsin of xipnj/lonis and conditims of oriffin .—^Waxy dege¬ 
neration of the kidneys always comes on insidiously and in 
cachectic persons debilitated by some pre-existing wasting 
disease. In 145 instances collected by Fehr it co-existed with 
the following disorderst:— 

I'ulmoiuiry tubercle . . . . ■. .43 ca.ses. 

(eompliciited with caries in C cases, with other 
cUseasrs in 6 rases.) 

Syphilis.34 „ 

C'aric.s with struma 28 „ 

Empyema with ilstula.4 „ 

Dilated bronchi with chronic bronchitis . . 3 „ 

Chronic alcoholism.5 •» 


* Friedreioh says that the “amyloid reaction” (with iodine and sulphuric 
.acid) was obtained by him in })erfection, with decolorized fibrine from an old 
htematooele. 

f A. Fehr. Ueber die Amyloide Degeneration, inshesondeie der Nieren. 
Bern, 1867. 




ANATOMICAL TYPE.i—LAlWAGEOU^ KIDNEY. 399 . 


Chronic articular vheumatism . . . .2 rases. 

Cancer (gcucitilly of the uterus) . . . . 3 ,, 

.Ague.4 „ 

Chronic nephritis with liydroucphrosia . . . 3 ,, 

Chronic \ieritonitis, scarlatina, variola, cirrhosis 
of tile liver, ovaiian tumour, iirethrul fistula 

witli stricture.each 1 ,, 

Atonic ulcers of the foot.3 ,, 

Without apprecialile cause . . . . 9 ,,' 

The aspect of patients with waxy kidneys is pale and 
cachectic, and the conrse of the disease is essentiiilly chronic. 
l)rop.sy is present in tlie majority of tlic cases (in 98 out of 
ir>2 collected by Fehr); in some it is abundant and.general, in 
others slight and partial. UriBinic symptoms arc strikingly 
infrequent. 

The urine in the earlier stages of the disease i.s markedly 
abundant—60, 100, and even 200 ounces per day—and Dr.. 
Grainger Stewart has pointed out the important fact that this 
polyuina is a marked tcuture even before the urine becomes 
albuminous, and that this supplies a warning of the approach¬ 
ing advent of this form of Dright’s disease. The quantity of 
albumen is at first small, but as the disease advances the urine 
becomes scantier, the jiroportion of albumen very groat, and 
the specific gravity high. The colour of the urine is commonly 
pale, and it allow^s only a very slight deposit to subside. This 
consists of casts and atrophied renal cells, which are sometimes 
fatty. Cells resembling those of pus are occasionally found 
either separate or aggregated round a cast. The tube-easts are 
usually hyaline,’and they do not yield a brown coloration with 
iodine. Epithelial casts are also sometimes seen. 

Munch detected “corpora amylacea” in the tirine of a man 
with lardaceous kidney; they were constantly present, and 
were coloured violet by iodine and sulphuric acid.* 

The diagnosis of waxy kidneys rests partly on the coinci¬ 
dence of a pale abundant albuminous urine with dropsy, but 
chiefly on tte co-existence or pre-existence of one of the wast¬ 
ing diseases of which waxy ki(taeys arc known to be a frequent 
complication, namely, phthisis, caries, long continued suppu¬ 
ration, and constitutional syphilis. 

* Cited by Farkes. CompotUion of tht Urine, p. 394. 
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GENERAL COURSE AND SYMPTOMS OF CHRONIC BRIGHT’S 
DISEASE. 

Chronic Bright’s disease, ii the great majority of instances, 
'begins slowly, imperceptiblj?. It is rarely detected until it has 
already existed «ome months—it may be, years. The attention 
of the patient is at length awakened by the gradual failure of 
•his strength, the increasing pallor or sallowness of his com¬ 
plexion, and his disinclination to exertion; perhaps his sus- 
23 icions are aroused by a little puffiness under the eyes, a slight 
swelling of the ankles at night, unusually frequent calls to Toid 
urine, or shortness of breath. 

In other cases, these premonitions arc altogether wanting, 
or perhaps they pdtes unheeded. The fatal disorganisation in 
the kidneys proceeds silently, amid apparent health, and then, 
suddenly, declares itself by a fit of convulsions, rapid coma, 
amaurosis, pulmonary oedema, or a violent inflammation. 

Or, again, the disease creeps on stealthily in the wake of 
some pre-existing chronic disorder—phthisis, caries, necrosis, 
joint-disease, constitutional syphilis, gout, chronic' alcoholism, 
oi’ exhausting suppuration. 

Or, it may be a continuation or sequela of acute Bright’s 
disease. 

Lastly, the disease may lie concealed for an undetermined 
period, and then reveal itself after c.xposure to cold or a fit of 
intoxication, in the guise of an acute attack—with rapid general 
an.asaixja and scanty sanguineous urine. 

The {wincipal symi)tomB of the disease are:—albuminous 
urine with deposits of tube-casts and renal epithelium ; dryness 
of the skin; frequent micturition, especially at night; dropsical 
effusions into tlie subcutaneous cellular tissue, serous cavities, 
or pulmonaiw substance ; derangements of digestion; progres¬ 
sive hydrajmia; ursemic phenomena (headache, amblyopia, 
convulsions, coma, vomiting and diarrhoea) ; hyiiertrophy of 
the left ventricle ; secondary inflammation of the parenchy¬ 
matous organs and serot^ membranes. 

Few cases present the whole of these symptoms; and many 
jwesent only two or three' of them. The alterations in the 
.composition of the urine are the most invariable j they are also 
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the earliest and most distinctive symptoms ; next follow, fli the 
order of constancy^ the deterioration of the blood, the dropsical 
symptoms, and lastly the uraemio apd inflammatory incidents. 

The disease nsu^y pursues an interrupted course. It is 
subject to exacerbations from time to time, with intervals of 
quiescence. The exacerbations are generally oocasioned by ex¬ 
posure to cold, or some imprudence &i.diQji or regimen : some¬ 
times no cause can Imj assigned for their occurrence. They are 
marked by pyrexia ; and icsemble,* often closely, an attack of 
acute Bright’s disease. The intervals of quiescence may be 
longer or shorter, some weeks or months, or a few years 5 the 
remission of the symptoms is commonly only partial—the main 
features of the disease persisting, though in diminished promi¬ 
nence. Sometimes, however, the remission is almost complete^ 
and there remains little except the albuminous state of the urine 
to attest the existence of renal mischief. Nay, even this may, 
in very exceptional cases, be absent, and the nature of the case 
be first revealed at the autopsy. 

After each exacerbation it is commonly pretty evident that 
the disease has taken a stc]> in pdvance, and assumed a fuller 
development; and that, probably, an additional portion of the 
kidney, hitherto s])ared or only slightly affected, has been 
disabled. 

But whether it thus proceed per saUvm or more continuously, 
the kidneys are at length so deeply injured, and their depura- 
tive functions so far abrogated, that life falls a forfeit. 

The immediate cause of dissolution is various. Sometimes 
the sufferer pfisses peaceably away exhausted by anajmia, bur¬ 
densome anasarca, and defective digestion of food. More fre¬ 
quently the final scene is tumultuous. Two of the cases to be 
hereafter related, terminated amid a pyrexial exacerbation, 
with formation of clots in the heart. About one-third of the 
subjects of chronic Bright’s disease perish by ursemic poisoning, 
cither in the form of coma and convulsions or irrepressible 
vomiting and diarrhoea. A considerable number die from the 
dangerous situation, or intensity, of thi dropsical effhsion— 
as when the lungs or glottis are invaded j or death comes 
from hydrothorax, or from gangrenous erysipelas set up in the 
tense hydropi^ integuments of the thighs, leg®, or genitals. 

D B ' 
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About one-fifth die by secondary pneumonia, pericarditis, or 
double pleurisy. The remainder are cut oflP by less closely 
connected complications—apoplexy, cirrhosis, phthisis, intes¬ 
tinal ulcerations, etc. 

From the difiSculty of assigning the exact date of invasion, 
the duruHon of the disease can only be approximately ascer¬ 
tained. Enough is, however, known, to show that it varies 
within very wide limits. The usual period is from two to throe 
years ; but cases may end in six months, or be protracted for 
four and five years. Exceptional instances have been recorded, 
in which patients have survived 10 years (Johnson and Kuss- 
maul), and even 15 (Bright) and 23 years (Oppolzer). 

The following abstracts of cases will serve to exhibit the 
broad features of the disease, in its more familiar aspects ; and 
prepare the way for a more detailed consideration of the symp¬ 
toms and complications« 


Case I.— Vhrmtic HrigMs divuse, latevl two years, wUJkiiU dropsy—fatty 
casts and cells in tJw urine. Death Inj urwmic amculsions. 

Hr. V., a .solicitor, of tomiioratc liabits, ast. CO. Two and a half yenre 
af^>, Mr. V. siilloTcd li'om sdatioa, for which ho was tuidor medical ttmt- 
ment At that time a little albumen was discovered in the urine, but 
slight importance was attached thereto. Mr. V. .sjteedily recovered from 
his sciatica, and continued in good health, attending to his business, until 
four months ago, when he became subject to shortnc.ss of breath and 
catarrhal symptoms. These were not severe enough to prevent the patient 
from pursuing his occupation, until the beginning of April, 1864, when I 
was requested to see the case with Mr. Mellor. jThe symptoms complained 
of, were, shortness of breath on exertion, and failure of strength; there 
was not a paiticlc of O'dema (nor had there ever been any)aor ascites. The 
liver and sjdeeu were not enlarged ; there wciu no cardiac murmurs; but 
there existed slight pra'cordial bulging, and the heart’s apex bent in the 
vertical line of tin; nijiplc. The shortness of breath evidently depended -on 
pulmouarj' tedema. The countenance was qialo and sallow, and the body 
spare, but not conspicuously cmaciatccL Tlie. urine was copious (three 
pints), of low density (1012), and highly albuminous (^); it deposited a 
not inconsiderable flour-like sediment, composed of casts and renal 
cpitliclia, many of which showed abundant signs of fatty changes (see 
Fig. 53)The casts were mostly medium-sized : some were granular and 
u])a4ue, as at (a); other’s, in alxrut equal uuuibers, were nearly hyaline, 
with only very faint markings, as at (b). Withered epithclia studded some 
of the casts, or lay scattered five about the field. Botryoidal fat masses 
lay «nbeddeil in some of the casts; other casts wei’e dotted over irregu¬ 
larly 'with oily particles. Some of the I'enal cells were similarly dotted 
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in their interiors, while others were entirely changed into ronnd agglome¬ 
rations of fat molecules (granular corpuscles) (c, d). A lew sparse blood- 
disks were scattered about. 



Fill. CasU anil renal eellii from llie imne of 31r. V ■ a n. Granular oiwine 
ciusls ; b h. ilyaliiui casts ; c. Fatty iiiasstiiiL 

The previous history was singularly hurreu of etiological indications. 
Tlio patient’s mode of life had been strictly temperate ; and there was no 
evidence of rejaaited exposure to cold, nor of gout. Father Jand mother 
died at the age of forty-five—the latter of consumption. Ho himself 
had enjoyed remarkably good bcalth, until the invasion of his present 
complaint. 

The treatment adopted was :—dry-cupping the elicst, wann hath every 
second day, flannel ejothing, cod-liver oil and iron. The dry-cuppiiig 
removed the dyspnoea at onee, and some general amendment took place in 
the course of the ensuing month. 

Wiis gentleman continued under observation until his death, which took 
place in three months. Ho improved for a while^i^nd was able to go to 
Southport for a fortnight, where he derived cousidei^le benefit. He con¬ 
sidered himself so well on his return, that ho believed a week or two would 
complete his recovery. He resumed his usual occupation, and, for a week or 
two, went daily to Ids office, lint this truce was wholly decejitive; the con¬ 
dition of the urine never improved. It became progressively scantier in 
quantity—first it fell to 40 otuices, and then to 30 ounces, while the specific 
gravity continued to range from 1009 to 1011; and the deposit of casts be¬ 
came more and more opaque-granular, and less and less fatty. Emacia- 

B s 2 
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tion also progressed, and tlic shoi'tness of breath returned, and could no 
longer be kept under by dry-cupping. A persistent feverishness began to 
prevail : the nights were restless ; but during theday the patient was dull, 
almost drowsy, and indifferent. Not a trace of cedema ap|)eared throughout 
the oomplaint. 'flic hyi»crtrophy of the heart became progressively more 
conspicuous. 

In the last fortnight of life, the urine bec-aroe very scanty (still of low 
density), and was totally su])prcssed for twenty-four honro before death ; 
vomiting recuiTcd frequently, with utter loathing of food, and especially 
of iuiinial flosL The sight failed, and two days before death he became 
completely blind for more than half an hoiu-. The restlessness increased, 
accompanied vrith wandering delirium, the tongue become dry, the indif¬ 
ference merged into drowsiness, and, after a lit of convulsions, ho died. 

The general course and symptoms clearly indicated agranular contracting 
kidney : but the friends would not itermit a tmt ttwlcm examination. 


Case II. —Chronic HriijM's disease from intewperale Juilifs—sudden 
amasarea after a tedtinij. IkathfrmnpcricardUis. Granular coniraeted 
kidneys. 

W. M., a carter, ret. 40, of intemperate habits, was admitted into 
the Koyal Inlinmny, March 1, 1858, with general anasarca and ascites. 
He hml followed his omjdoyment, and considered himself in good health, 
until tlu-ce montlis biuk, when ho got a .severe wetting, and allowed his 
clothes to diy on him. Soon after followed lumbar pains and general 
swelling of the body. On lulmission there was reidema of the face, trunk, 
and extremities, and considerable ascites. The skin was dry; the urine, of 
low 8]wcific gravity, contained tube-casts, but no blood. After he liad 
been in the house a foitnight, tlic urine became scanty, apd intense peri¬ 
carditis set ill, which proved fatpl on the fifth day. Ho died comatose 
with supprasslon of mine. At the autojisy the kidneys wore found 
granular and greatly atrophied ; scarcely any coi-tical snbstence remained. 
Abundance of fibrinous exudation existed in the pericardium; left ven¬ 
tricle immensely hy]>ertroi)hied—the walls fully one inch thick; the valves 
wore healthy. 

The state of the organs after death, indicated tlmt the disease had been 
really in existence for a much longer period than the few months during 
which symptoms had been noted by the patient. 

Case III .—Chronic BriyhPs disease from repeated pregnancies—recurrent 
urosime conmlsions. Ommtlar contracted kidtusys. 

Mrs. X., ret. 39, became prognant of her sixth child in ilie autumn of 
1862. About the third month, tmusual frequency of micturition at ni^t 
was observed, and soon after slight cedema of the face* and legs. ®e 
urine was found to contain albumen. The feetus was expelled without 
accident at the fifth month, and a few days ^ter all the cedema disap¬ 
peared ; but the urine still eoniinued albuminous. 1 first saw her about 
two months after the miscarriage. Thera was no cedema of any part. 
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The urine was of low density, and moderately albuminous. The deposit 
contained a few tiunspareut tube-casts, some of which showed slight 



Fit;, .'i-t. Tnm.si;!iroat :mhI opaiiiie (;asts tnuii the nriui! of Mrs. X. 

cvidonee.s of fatty change ; others wens opaque, and studded with withered 
epithclia (see Fig. 54):— 

The patient continued under observation for aliove a year, and died, at 
length, comatose, after repeated attacks of convulsions. Kach catamonial 
period was marked by great nervous excitement; and on several occasions 
convulsions took place at thc.ss x>criods, aucomiianied with temporary 
amaurosis. Severe headache wits a very constant symptom, cspeeMy on 
the days preceding the catamenial periods. After death the kidneys were 
found granular and atrophied, and tlio left ventricle much enlarged. 

CtSE IV.— Chronic Briijld’s (Uscctsc from, intemperance and expomre to 
cold—general dropsy, complicated with old chrome peritonitis. Death 
from syncope. Smooth white kidney, beginning to contract. Myriads 
of minute uric arid calculi in the infundibula, 

J. E., ait. 48, a French polisher, from Oldham, was admitted into tho 
Koyal Inflnnary, April 4th, 1864. 

There was great ascites, tense cedema of the lower extremities, with an 
ei^ipelatons state of the integnments of the ujiper and inner parts of tho 
thighs and scrotum; oedema also of arm’s and back of hands. Tho heart 
was displaced upwards, and much enlarged; there wore iro cardiac 
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mnnnnra. There was great emooiation, cough, purulent exi^ectoration, 
and orthopncca. 

The urine was scanty, dark-coloured from blood, highly albuminous; it 
let fall an abundant chocolatc-colonrcsd deposit, comimsed of “blood-casts,” 
“granular casts,” and “epithelial casts,” with abundance of free renal 
epithelium and free blood-disks. Mixed with these wore a large numbei- 
of irregularly tailed and spindle-shaped ccUs, evidently from the pelvis of 
the kidney (sec Fig. 55). 



Pio. 53 .—Blood-casts, Kramrtar casts, Idood-ilisks, and irregular cells from 
Uic iK'lvis of tile kidney—from Uie urine of J. B. 


The patient stated that he had been ailing twenty weeks : the symptoms 
had come on gradually. The swelling had first appeared in the belly, and 
the enlargement of the alxlomen was still out of proportion to the general 
dropsy. His habits hod been for years intemperate, and he was often ex¬ 
posed to chills, in suddenly passing from his xvarm workshop to the cold 
opien air. He had, however, been a healthy man, and had never lost a 
day’s work until his present illness. 

He went on, with little change in the general symptoms and urine, for 
twenty-five days, when he became feverish and delirious, ap])arently :^m 
cold, taken by imprudently exposing himself after a warm bath. He sud¬ 
denly fell back de^ on April 27th, as the nurse was shifting him for the 
purpose of making his bed. 

Autopsy, 24 hours after death. There was a good deal of anasarca of 
the lower limbs, foro-arms, and hands. An enormous quantity of serum 
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escaped from tlic peritoneal cavity. The peritoneal membrane, in its 
entire extent, was thickened, or rather, it was invested with a layer of tliiii 
ndliercnt fragile false membrane of a pearly tianslucency, like the hyalino 
membrane of a hydatid sne. The intestines were sunk on the spine; there 
was no recent peritonitis. The liver was covered over with a rough layei- 
of hyaline folse membrane, which evidently embraced it tightly, and hod 
caused it to shrink much below its natural bulk. On section it did not dis¬ 
play a cirrhotic structure. The spleen was rather large; its capsule thick 
and opai^ue. The kidneys weighed together chivon ounces. They were firm, 
and their capsule smooth, but opaque and thickened. The capsule peeled 
off with ojily moderate ease, and tore the subjacent tissue a little. The 
surface of the gland was yellowish-white picked with dead white, like 
ivory. On section, the same appeanmeo was seen to prevail thioughont 
the cortical j)art. The coitex was, if anything, below its nomal propor¬ 
tion. The pyramids-were of a faint red colour, not nunatiiral-looking. Tlio 
infundibula wore somewhat dilated, and contained (in both kidneys) 
myriads of very minute yellow, uric acid calculi. These varied in size 
from a pin’s head to an almost microscopic object; they were lumpy and 
irregular in riiape. The papilkc wein^ llattcncd, some of them almost 
obliterated. The kidneys were evidently of the “.smooth white ” species, 
beginning to pass into a state of coutroctiou. The heart weighed 12.^ 
(iimccs; the left ventricle was enormously hypertrophied; its walls seven- 
eighths of an inch thick. The light ventricle was also hypertrophied, 
and the tricuspid orifice somewhat patulous. All the. valves wore ))er- 
fectly healthy. The lungs were strongly comprossei^ and partially airless 
and leathery from jdeuritic cflusion. 


PAKTIOULAES OF SYMPTOMS, AND COMPLICATIONS. 

Vrim .—^The urine is albuminous to mbst varied degrees. It 
may become absolutely solid on boiling, or it may contain only 
the minutest traces of albumen, even in confirmed and fatally- 
tending cases. 

Absolute freedom from albumen, oven for short intervals, is very rare : 
I am convinced, tliat a considerable number of the cases so reported, are 
examples of imperfect testing. \Vhen the quantity of albumen is extremely 
small, nice management is required to detect it. Heat is insufficient; 
nitric acid should be allowed to trickle slowly to the bottom of the test- 
tube, and some minutes allowed to elapse in order to develop the hazy zone 
above the level of the acid. But it must be admitted that chronic dege¬ 
neration of the kidneys, not distinguishable from some forms of Bright’s 
disease, do exist under certain circumstances, without albuminmia. The 
following example of scarlatinal dropsy, running a chronic course and 
ending fatally, without albuminuria, occurred in my practice 
J. K., ffit. 8, was admitted into the Eoyal In&mary, April, 1804, 
afiheted with general anasarca. She had had scarlet fever four months 
before, and during convalescence therefrom (in the third week), was sod- 
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(lonly seized'with general swelling of the body, whieh has continued since, 
■When admitted, she presented a perfect type of scarlatinal dropsy— 
universal and groat anasarca, difBcultly pitting on pressure, puffy pasty 
face, excessive pallor of the surface, shortneas of breath. On examining 
the urine not n juirticle of albumen could be detected, nor anyjcasts or 
other renal derivatives ; it was scanty and high-coloured. The skin was 
very dry, and a constant degree of feverishness existed. 

She umained under observation until her death, four weeks after 
admission. The mdema remained stationary; the urine was repeatedly 
c.\amiued, but never foimd to contain albumen. The feverishness became 
more intense, the tongue became dry, and the buiath very short; toward 
the close there was dianhcca, which heljied to carry her off. 

Autopsy, 21 hours after death. Several deep and old tuberculous ulcers 
wore found in the small intestines. A few nodules of tubercle, as big as 
peas, were grouped mider the peritoneum, around the bases of these ulcers. 
The me-se.uteric glands rverc enlarged and tuberculous. There was no 
general tul>erculosis of the peritoneum. The. lunys contained a few old 
tubercles (of no great size) at the apices. The tulwrculous masses were 
throughout old and inactive. 

Both pleune containi4 a largo quantity of fluid, and the lungs were 
much compi-es.scd thereby. 

The User was excessively bloodless. The heart was natural. 

Tho hidneys wen; good examjAes of the “smooth, white” Bright’s 
kidney. They were slightly enlarged, and weighed together 7 ounces. 
Tho organs wm'c linipj their surface pale and smooth; the capsule iteelcd 
off readily. The most curious thing about them was, the existence of cer¬ 
tain shai-jily-outlincd flat depressions, which differed from the remainder 
of the superficies. The surface generally was of a characteristic ;fawn- 
colour, picked with dead white ; but at' these depressed si>ota the colour 
was slate-grey, and contrasted markedly, by its blank, grey aspect, with 
the spotted appearance of tho tomaindcr. it was evident that atrophic 
cliangcs were beginning to take phusc at these sjjots. On section, tho 
kidneys presented the usual n])pcarance of the “ smooth, white” kidney. 

There was no information ns to the state of the mine when the anasarca 
broke out; but for a month preceding death it was free from albumen, 
though the gcneml sjniidoms, and the state of the kidneys after death, 
boro evidence of the existence of Blight’s disease.* 

The amount of albumen lost in twenty-four hours varies 
commonly from 45 to 800 grains. Dr. Parkes observed in one 
^ibstance as much as 545 grains. The quantity is larger during 
digestion than during fasting; it may be twice as great. It 
rises and falls irregularly in the course of the disease—some¬ 
times diminishing to a trace, and anon increasing to an intense 
impregnation. 

* HKBilton, out of sixty cases of scarlatinal dropsy observed hy him in 
Bdlabnigh, encountered tvo, in which there was no albuminuria. 
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The urine is generally pale, and not quite clear. It deposits, 
on standing, an amorphous whitish sediment of renal epithe¬ 
lium and tube-casts. It sometimes contains blood—even in 
quantity—thougli generally only in microscopic proportion. 
When there is intercurrent pyrexia, or the case is complicated 
with phthisis or regurgitant heart-disease, the urine may be 
high-coloured, and turbid from lithates. 

The quantity of urine voided per day varies according to the 
type of the disease, and the presence or •absence of pyrexia, 
sweating, vomiting, or diarrhoea. The urine is throughout 
scanty with the large white kidney ; I have knoTO it not to. 
exceed 35 ounces on any one day for a period of four months, 
and to be under 20 ounces for tliree successive weeks, and 
under 12 ounces for several consecutive days. It may even 
sink to one or two ounces. With the granular contracting 
kidney, tlie urine is abundant (three or four pints a-day) in the 
middle periods of the disease; bnt it gradually groM's scantier 
towards the termination; in exceptional instances, the diuresis 
is profuse, and the urine may occasionally amount to five and 
even nine pints a day.* These larger quantities have been 
generally observed after an attack of uncinio convulsions, or 
coincidently with sudden subsidence of dropsy. 

The specific gravity is low when the urine is copious (100ft 
to 1015); but when it is scanty, the sp. gr. may rise to 1030 
or even 1040. 

The reaction of the urine is nearly always acid; and, not 
nnfrequently, it deposits uric acid and oxalate of lime. Occa¬ 
sionally I have noted it alkaline from fixed alkali, and twice 
ammoniacal on emission. 

The renal derivatives (epithelium and tube-casts) arc mark¬ 
edly scantier in the chronic, than in the acute forms of 
Bright's disease; and it is not uncommon for them to be alto¬ 
gether absent for limited periods. They are, however, some¬ 
times discoverable when the urine has ceased (temporarily) to 
be jdbuminous. The appearances of the discharged epithelia 
and casts present considerable diversities, which supply an 

* Christison, pp. 174 and 186. Pfenfer, in Ilenle and Pfenfer's Zeitsch., 
Bd. I., p. 68. 



410 


CHROmC BRIGHT'S DISEASE. 


important insight into the structural changes going on within 
the kidney. The epithelial cells may be simply withered; 
more rarely they are totally disintegrated into an amorphous 
granular debris ; in other cases they contain specks of oil, or 
they may even be wholly converted into an agglomeration 
of oily particles so as to appear identical with the so-called 
“granular corpuscle,” or “inflammation globule.” The casts 
are sometimes similarly speckled witli fat, and free oily dots 
are scattered over the field. Such a conjunction indicates a 
fatal disorganization of the organs—either largo fat kidneys, 
or contracted granular ones. But the casts most commonli/ 
seen in chronic Bright’s disease are “small” and “large” 
hyaline forms, and “granular” opaque ones. Any of these 
may have a few wasted epithelial cells strewed over them. 
Perfect “ epithelial” casts arc rare in chronic cases, and blood 
casts are still more rai-e, unless there be concomitant tricuspid 
regurgitation. 

When intercurrent exacerbations of the renal process, with 
pyrexia, arise, there will be found (whatever may have been the 
previous character of the casts) medium-sized and lai’ge solid¬ 
looking, pale-straw, albuminous casts resembling molten glass 
(see Pig. 57). 

Casts of these diverse appearances maybe discharged by the 
same individual, even during the Siimc day. Conclusions as to 
the probable state of the kidney can only be drawn from the 
pmmlMff character of the deposit, and not from one or two 
individual casts or cells. This diversity in the character of 
the casts arises from the different condition of the several 
parts of the gland. In some portions the tnbuli may be 
denuded of their epithelium, and the exudation thrown into 
them is discharged in the form of large hyaline casts; if 
the denuded portions have undergone subsequent contraction 
the casts will be small and hyaline. Other tubes, clothed or 
partially clothed with epithcliiun, shed some of their cells 
with the contained exudation, and cause the appearance in the 
urine of casts more or less studded with epithelial remnants. 
The longer the exudation is retained within the tubnli, the 
darker and more granular will it appear, when discharged 
as casts; and vice versA, casts speedily discharged are 
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commonly hyaline. Sometimes casts are darkened by the 
colouring matter of the blood; and the opaque granular 
ones are (sometimes at least) composed of crushed epi¬ 
thelial debris moulded into the form of the tubuli. (See 
Diagnosis.) 

The normal solids of the urine are all diminished in 
chronic Bright’s disease. The urea is, as a rule, markedly 
reduced—the daily quantity averaging only about 100 grains ; 
Frerichs has observed it as low as 15 grains.* There is 
no correspondence, direct or inverse, between the excretion 
of urea and the discharge of albumen. With intercurrent 
pyrexia the excretion of urea rises. 

The changes in the Mood arc tlio complement of those in the 
urine. The blood becomes more watery and poorer in albumen 
and red corpuscles. On the other hand, urea, uric acid, the 
extractive matters and the pale corpuscles accumulate in it. 
This alteration in the composition of the blood is deeply 
concerned in the production of the more prominent features 
of the disease—the anmmia, dropsical eliusions, uncmic pheno¬ 
mena and secondary inflammations. 

Dropsy is much oftener absent in the chronic than in the 
acute form. It is much more constant with tlic smooth large, 
than with the granular contracted kidney. Of the latter class 
probably one-third or one-foui'th of the cases lun their entire 
course without dropsy. The effusion begins quite as olten in 
the feet and legs as in the face; it is commonly slight and 
partial, but sometimes excessive and general. When the heart 
or liver is diseased, ascites and oedema of the legs become dis- 
, proportionately prominent. The effusion is apt to change its 
seat capriciously; and it comes and goes from time to time. 
Sometimes it disappears totally for months, and then returns 
again. More frequently, after a subsidence of the general dropsy, 
oedema lingers obstinately in one or two places—over the flat 
of the tibiae, about the ankles, beneath the eyelids, under the 

* Exceptions occur to this rule. Hosier mentions a case of JJright’a disease 
in which 640 grains of urea were voided in one day (Archiv d. Vereins, lid. 
xi. p. 513). Schottin found creatine and creatinine increased in the urine in 
Bright’s disease, and the increase was observed to keep pace with the intensity 
of ttte uraemic symptoms (Archiv der Heilk., 1860, p. 417). 
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conjunctival membrane, or about the genitals. The presence 
or absence of droi)sy, generally, but by no means always, 
corresponds with the abundance or scantiness of the urine; 
but it has no relation to the amount of albumen. 

The ttb'n is usually obstinately dry; perspiration is quite 
cxeej)tioiial; and Avhen it occurs, is commonly due to diapho¬ 
retic measures of treatment. I’rofuse sweating docs, however, 
somctiincH lake place spontaneously, anci may even continue 
for weeks. In one such case under my care an abundant 
crop of pemphigus vesicles broke out on the surface. The 
integuments in some cases are excessively pale and glossy, 
but more commonly they arc sallow and rough. There 
is little or no tenderness in the renal region .in the chronic 
cases, and the frequency of micturition is mostly observed at 
night. 

Some degree of LroncMh's is almost an invariable coincident 
of Bright’s disease both in the acute and chronic form. 

Gvmpliralioiis and eonnedion. with otiwr diseases. In long 
standing eases hmmorrliage from the various mucorrs suri’aces 
sometimes occurs. A little hfcmoptysis is not infrequent, and 
occasionally severe cpistsixis. The digestive organs are nearly 
always disturbed : at first there is loss of appetite and nausea; 
in the later periods frequent or even uncontrollable vomiting 
is not uiieommon. I’hc bowels arc alternately bound and 
loose. Severe fitful diarrhoea, which leaves the dropsy un¬ 
diminished, is not uncommon, especially towards the close of 
the complaint. Not nnfrequcnlly, anatomical lesions are 
found in the intestines which explain these disturbances; 
in other cases they' arc manifestly urromic. Ti’eitz states 
that urea is discharged into the intestines from the blood, 
and converted into carbonate of ammonia, which acts as an 
irritant on the intestinal mucous membrane. The more 
palpable changes found in the intestines are,—follicular 
oataiTh, dysenteric ulcers—sometimes with sloughing of the 
mucous membrane. In 220 cases of Bright’s disease collected 
by Treitz, the following conditions of tho intestines were found 
after death.* 


• Prag. Vierteljfthrsclir., 1859. 
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Hydrorrliosa (intestines filled with ycUow-greeuisii fluid) 80 tiim s. 
Blennorrhoea and catanli . . . ... . CO ,, 

Croupous and ulcerous dysentciy. ^**11 

Sloughing.■ . • . 12 „ 

Sanguineous contents without discovcroblc source of ( ^ 

lucmoiThage.j ” 

Mormalfaices.fl >, 

Contents of intestines undctemiined . . . . 11 „ 

Secondary inflammations of the lungs, endocardium, peri- 
eardium, pleura, peritoneum or integuments, may break out 
at imy period in the course of chronic Bright’s disease. The 
tendency to these constitutes one of the principal dangers of 
the complaint. Cardiac hypertrophy, valynlar disease, and 
pulmonary tubercle are frequent complications. 

The following table exhibits the proportionate frequency 
with which the various organs, other than the kidneys, are 
found affected in Bright’s disease generally. It contains the 
results of 406 autopsies, contributcid as follows:—Bright, 100; 
Christison, 14; Gregory, 87; Martin-Solon, 8; Rayer, 48; 
Becqucrol, 4.5; Bright and Barlow, 10; Mahnsten, 9; Frerichs, 
21; Eosenstein, 114. 


Heart. 

laii^gs. 

Pleura. 

Pericar¬ 

dium. 

Perito- 

iiuiim. 

Ijivcr. 

Kjilt'cii. 

{SUuuaeli 

and 

Iiitosliiic.s. 

Drain. 

125 times 
bypertro- 
l>liy; 

54 times 
witii VftI' 
vulor <lis- 
ease. 

55 times 
witliont 
valvular 
disease. 

115 timits 
iMenia of 
lungs; 

52 pneumo* 
11 iu; 

8 pulnionai^' 
•apoplexy; 

4 gangrene; 
37 tubercle; 
33 vosicnlar 
emphyso- 
1110. 

57 plcu- 
nsy. 

.lOiwri- 
coruiti K. 

4f» 

toiiitis. 

■ 

41 c.ii*- 
I'bosis. 

38 fatty 
liver. 

5S flim- 
nio iu- 
luuur. 

17 acute 
Mplciiio 
tii- 

mimr. 

35 i>*at<tri(i 
oatarrii; 

85 caiarrh 
aiul follicu¬ 
lar ulcera¬ 
tion of 
iiile-stiue. 

1.1 tubereu- 
IosIh of iii- 
Icstiiif, 

14 san¬ 
guine- 
ims 

il|K> 

I'lexy; 
5t» eifu- 
siou of 
Horuiii 
umicr 
nnirli- 
noid. 


In addition there were :—1 case complicated with cancer of the lirer; 
4 cases with cancer of the pylorus ; 2 typhoid ulcers of intestines; 2 
meningitis; 1 meningeal tubercle ; 11 tumour oerehri; 3 abscess of lung; 
11 nutmeg liver; 3 lardaceous liver; 9 contraction of spleen ; 3 diphthe- 
ritis of intestines; 1 softening of brain; 6 chronic arachnitis; 1 suppura¬ 
tive meningitis. 

BrighPg diseate and phthisis. This complication is of fre* 
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qnent occurrence. In the great majority of cases the pulmo¬ 
nary disease is advfinced to its later stages before the renal 
symptoms make their appearanee. The long-continued dis¬ 
charge of pus from the lungs gives rise at length to waxy 
changes in the kidneys, which are followed by albuminuria and 
dropsical effusion. This is no doubt the usual history of such 
cases; but sometimes the renal disease precedes the pulmo¬ 
nary, and the changes found in tlic kidneys after death are 
not invariably of tlio waxy type, 

Tire co-existence of two fatally-tending diseases might have 
been expected to accelerate the inevitable issue; yet most 
cases of this class have an exceedingly chronic course, and con¬ 
tinue in a stagnant condition for months together. In the 
following remarkable instance, the pulmonaiy disease (already 
in its third stage) completely retrograded, and was supplanted 
by the renal affection :— 

M. 0., ii't. 20, ii nx'cliaiiie, w.'is admittod into the Itoyal Infirmary, Oct. 
27, 1863. lie was a well-grown yonng man, with white ))allid features, 
ilry skin, heavy eyes, and moderah: <edcnia of the lower extremities. The 
alxlomcn was enlarged from ascites, and the integuments of the Hanks and 
hypngastriuni were (edematous; pulse 112, regular, small; resjtirations 
21 ; tongue moi.st, slightly furiwl. Tin! .slate of the chc.st on admission 
was (is follows :—Diminished exiKiiisiou over both a[iic(!S; hut iriorc on the 
right side than the left; cons|iieuous depre-ssion of tlu! right infra-clavieular 
region. There was (dmost eouipleto loss of re.sonance on the right side as 
low as the second intcrspae(!. The right u])i)er sc-apular regions were also 
dull on ])ercussion. Moist e.rejntatioii and cavernous rhonehi wore heard 
hcimath the clavicle on both aides. Whispering })ectoriloquy was very 
distinct below the. right idavichi, and iircsent, though less typicall}', over 
the left ajK'X. The heart's souuds were natural; there was no approciahlo 
hyiwrtrophy. The exis-ctoration was cojnous, airleH.s purulent. 

The urine was scanty, amber-coloured, s;iee. grav. 1030, intensely 
albuminous, becoming ‘1(1111081 solid on boiling. A slight de]iosit of 
withered wnal cpitlndia and transparent tube-costs, without any, or only 
very faint, signs of fatty changes, lay at the bottom of the glass. 

Tlio history disclosed isufect health until ten months ago, when tho 
jiatient began to cough, lie attributed these syrtiptoms to cold taken by 
passing out into the cold air from his hot work-room. His family is 
tuberculous ; a sister came subsequently under my care with phthisis. He 
had night perspirations six inontlis ago. Three weeks bcforeaidmission 
the anUes began to swell; but the skin had been diy for three months. 

Cod-liver oil and iron ivere proscribed; a warm batli was administered 
every other evening. The patient constantly kept his bed, on account of 
the swelling in his legs increasing when he sat up. 
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For a ]ierioil of two months I was unable to atlenil at the Infirmary on 
jiccount of illness, but the treatment was carried on during my absence 
without alteration, and the l«vticut Icept continuously in bed. When I 
revisited the wards in Jan. 1865, I found the renal symptoms somewhat 
advanced; but the pulmonm'y eomi>laint had doeidedlj' receded. The 
miiio was very sciuity, varying from 12 to 18 and 26 ounces a day, with a 
specific gravity ranging from 1030 to 1084 ; it often deposited amori>hons 
urates. On .Ian. 29th the nriniiry dejmsit convspondcd to the following 
description :—It was scanty, and compo.sed of atiophicd rannl ccUs, witli 
a few excessively transparent small hyaline casts, some of whicdi were 
•spcclcled with albuminous granules and a few doubtful oil jiarticlcs (see 
Fig. .56). The patient at this date was in a quiescent state and free from 
lever. 

The chest complaint was now altogether in the background ; tliei-e was 
sciircely any expectoration, and the physical signs indicated a marked ame¬ 
lioration. Thi! depimsion under tho right clavicle was less conspicuous, 
and the movement improved ; the ptweusaion sounds were .still unaltenjd, 
and the rhomki still cavenions, but not abundant; imlse varied from 88 
to 100; i-esji. from 20 to 22. 



I’lo. 56. Transparent hyaline casts, from the urine of M. C'., on .rannaiy 2!i 
(iiuieseeiit period). 

* 


During Februaiythe urine became still scantier (12 to 20 ounces a day), 
with a density ranging from 1033 to 1041. It became almost solid ou 
Imiling. The anasarea increased, and extended into tlic face and upper 
limbs. Occasional vomiting took jdacc, and tho appetite failed entirely. 
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lu the last week of Febmary the patient insisted on going home. But 
lie had not been out a single day be.fore he took a violent cold, ushered 
in with repealed sbiveriugs. The anasarca increased rapidly; respimtion 
liocame oppressed, and he was readmitted three days later (Feb. 26th) in 
the following stsitc!:—Gieat general dropsy, the urine almost suppressed, 
distressing oppression of breathing. A compound jalap powder was ad¬ 
ministered ; after which he vomited and had three loose motions. 

On the foiloiving day, the patient was very thirsty and feverish; tongue 
fuiTcd, r(!d at edges; pulse 128 ; resp. 30 ; cough very distressing; a 
•sciuity expectoration of nummular purulent s))nta. He complained 
loudly of pains in the abdomen, chest, and back, especially when he turned 
in bed. There was great n!.stleasnc.ss. 

A hot-air bath was administered wdth the effect of inducing copious 
sweating, and mincing the oedema somewhat. 

Fe.b. 28th.—Urine, bust 24 hours, only 8 ounces ; it was intensely 
albiuninous and deposited urates. The romil derivatives presented totally 
new characters; they are delineated in Fig. 67 ; the new feature was the 
appearimce of massive molten-looking eiusts of large and medium size. Some 
of them were .slightly granular in spots ; a few were also sparsely studded 
with eiiithelium ; but there were no x>roper “ epithelial casts ; ” there was 



Fio. 67. Massive mollcn-louking easts, from the urine of M. C., Felmiary 28 
(liyrexial iwrioilh 

neither blood nor fat. Some of the large csists lay aide by side like thick 
logs, and appeared as if split in a lougituilmal direction at their extremities. 
(Pig. 67.) 
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On the 2Sth the patient grew feebler and more restless; obstinate 
vomiting set in, end continued nearly till death, which took place on the 
morning of the 29tli. Only two ounces of urine were passed in the last 
24 hours of life. Tlicre were neither convulsions nor coma ; and vision 
continued good to the lost. 

Avtopmj, 80 hours after death. The rigU lung presented an exquisite 
example of retrograde phthisis. Ilalf-a-dozen small cavities were counted 
in the upper lobe—all of them smjill, varying from the size of a })ea to 
that of a horse-bean—completely lined with a thick pyogenic membrane. 
Not a particle of tubercle existed around thcjie cavities nor in any part of 
this lobe. The pulmonary tissue was dark and leathery, and very imper¬ 
fectly aerated. The right apex was condensed, deeply puckered, and 
traver-sed in various directions by thick white linos of cicatricial tissue. 
In the lower lobe of the same lung, a vomica as large as n filbert was 
found with anfractuous boundaries compo.sed of tuberculous matter. 
Kniall masses of obsolete tubercle—some cretaceous, others putty-Iikc— 
wore scattered spaiaely through the lower lobe. 

The Ifjl lung was crepitant throughout. The upper lobe contained three 
cavities—one as big as a 1 x 011101 —lined with pyogenic membi'ane, and not 
surrounded by tulKTOle. Bmall nodules of tubercle were scattered through 
the U])iH!r and middle lolies—some cretaceous, some putty-like, others un- 
softened and crude. The inferior lolm of the left lung was highly cedema- 
tous. No fluid existed in either pleura; but old adhesions prevailed 
.siiaringly on both si(ie.s. 

The lieiirt was of the usual dimensions ; the walls of the left ventricle 
were thicker than was to be expected in a case of phthisi.s. iloth sides 
were filled with firm bulky clots of yellowish fibrine, which closidy luihered 
to the ineipialitics of the chamlier, and sent voluminous }irolongalions 
into the aorta and pulmonary artery. The formation and presence of thu.se 
clots evidently constituted the immediate cause of dissolution. 

The liver was large and jiale; the hepatic cells well formed, and not 
containing more than the usual quantity of fat molecules. 

The splven was lai-gcr than usual ; its texture soft and natunal. 

The hulnei/a weighed together 23 ounces, and the two were almost 
exactly of a size. They furnished a typhwl example of the large, .smooth, 
mottled kidney. Their surface was perfectly smooth ; the capsule, thin 
and transparent, peeled off readily without tearing the glandular tissue. 
The prevailing colour of the surface was fawn, marbled here and there 
witji red ; the fawn colour was picked with dead white, as in ivory. The 
organs were conspicuously soft and flabby. The red parts of the surface 
showed minnte spotty and sinuous injection of the superficial vessels. 

On section, the cortex was found greatly hypertrophied : it stood half or 
three-quarri'rs of an inch thick on the broad ends of the conns. It had a 
full fawn colour, with broken streaks of red running through it in diverg- 
ing lines, from tlm bases of the pyramids. The p}*ramids ivei*e unusually 
jiale, though from the ex-sanguine state of the cortex, they offered a jirctty 
strong contrast of colour with the latter. The epithelial lining of the epn- 
voluted tubes was extensively disorganised; both coll and nucleus were 
reduced to a grauulos, fatty debris. Scarcely § single cell approaching 

£ £ 
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perfei^oii could be eeen. The Malpighian corpuscles were not altered in 
size 5 but they were penetrated, and rendered opaque, by a granular 
material. The epithelium of the straight tubes was in much better pie- 
servation; not only the nuclei could be seen, but the outlines of the cells 
themselves. A considerable quantity of spindle-shaped fibre-cells were 
found, also medium-sized, massive-looking casts—resembling those found 
in the urine shortly before deatlu 

Two things appeared singular in relation to these kidneys, namely, that 
the urine should contain so few renal derivatives when the kidney contained 
snch an immense quantity in a disorganised state ; and secondly, that this 
disorganised material should contain fet in such quantity without there 
having been any, or scarcely any, in the urinary deposit. Perhaps that 
the degeneration of the epithelium only attained this maximum degree in 
that last intercurrent febrile attack which immediately preceded death ; 
and that the plugging up of the canals of the pyramids with the massive 
casts, which then appeared fnr the first time in the urine, was the deter- 
•nining condition of the suppression of urine, and of the absence from it 
of the derivatives of the convoluted tubes. 


BrigMs dmase and dimms of the hpart and vamilar tnjtim. 
The connection of cardiac disease with renal disorder is at 
least threefold. 

In the first class of cases, simple hjpertrophy of the heart, 
and especially of the left ventricle, is found without valvular 
incompetency and without degeneration of the muscular fibres. 
In this class, which is a numerous one, as the table at p. 413 
shows, the cardiac affection is secondary to the renal Bright, 
who was the first to point out this curious coincidence,* offered 
two explanations of it—either, that the altered composition of 
the blood exercised an irregular and unwonted stimulation upon 
the muscular tissue of the heart, or so impeded the circulation 
in the capillaries that a greater effort of the ventricle was re¬ 
quired to drive the blood through the distant minute branches 
of the blood-vessels. Traube^ explains the occurrence of simple 
caraiac hypertrophy in chronic Bright’s disease somewhat 
differently. In his experience the kidneys in these cases are 
markedly atrophied.| The contraction of the renal tissue 

• Ghiy's Hoapital Beports, voL i. p. 890. 

f Ueber den Zusammenfaang von Ilerz-und Nieren-Kiankheiten, p. 58. 

^ lu a later communication Tranbe brings forward evidence to show tbat 
Iiypertropby of the left ventricle ie an almost constant concomitant of granular 
and contracted kidney. In 77 cases collected by him from various sources, the 
left ventricle was found hypertrophied in 93 per cent. (Deutsche Kliatk, 1SS9,, 
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involves destruction of a certain amount of secreting structure 
and a diminution of the flow of blood through the organs. Two 
consequences follow, namely, that a diminished amount of blood 
passes from the arterial into the venous system, and that a less 
quantity of fluid is withdrawn from the arterial system for the 
formation of urine. Both circumstances, but especially the 
second, operate to increase the tension in the arterial system, 
and consequently to increase the resistance which the left 
ventricle has to overcome in discharging its contents. The 
hypertrophy which follows is, therefore, according to Traube, 
a conservative or compensating change, similar, in the me¬ 
chanism of its production, to that induced by valvular incom- 
jwtency or aortic constriction. If the compensation be com- 
iJete, the heightened tension in the arterial system occasions # 
larger transudation of water and even of urea and other urinary 
solids, through the kidneys, and in that manner materially 
helps to stave off dropsical effusion and uitcmic symptoms. 
But should some additional obstruction to the circulation 
arise, through ihtercurrent inflammation of the bronchial tubes, 
or of the lungs, pleura, or pericardium, the heart—enlarged 
and strengthened though it be—no longer sulRces to overcome 
the increased resistance, and dropsical effusions or urminia 
speedily make.their appearance. Traube adduces some appo¬ 
site examples in which individuals with contracted kidneys 
enjoyed fair health, with capability of e.xertion, and con¬ 
tinued free from anasarca and ursemic disturbance, until 
the advent of some complication disordered the balance of the 
circulation, and thm the urine became scanty, and the familiar 
symptoms of renal disease, previously latent, broke forth into 
prominence. 

Renewed interest in this subjecit has been awakened by 
recent researches. Dr. George Johnson has discovered that 
there is a wide-spread hypertrophy of the muscular walls of 
the small arteries in chronic Bright’s disease. He finds it not 
only in the arteries of the kidneys, but also in those of the 
pia mater, the skin, the intestines and the muscles. He thus 

p. 315). In 187 cases of granular kidneys recently collected by Dr. Sibson 
enlargement of -the left' ventricle (without valvular disease) was found 
in 128. 


B F, 2 
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explains the prodnetion of this hypertrophy and the manner 
in which it reacts on the left rentricle :—“ In conseqnence of 
the degeneration of the kidneys the blood is morbidly changed. 
It contains urinary excreta, and it is deficient in some of its 
own normal constituents. It is therefore more or less unsuited 
to nourish the tissues—more or less noxious to them. The 
minute arteries throughout the body resist the passage of this 
abnormal blood. The result of this antagonism of forces is, 
that the muscular walla of the arteries and those of the ven¬ 
tricle of the heart become simultaneously and in an equal 
degree hypertrophied. The persistent overaction of the mus¬ 
cular tissue, both cardiac and arterial, is found registered after 
death in a conspicuous and unmistakable hypertrophy.” 

' Dr. Galabin believes that the impediment to the circulation 
in chronic Bright’s disease lies not as Dr. Johnson supposes 
in the small arteries, but in the capillaries, and is due to a 
modification of the capillary attraction between the blood and 
the walls of the vessels, and that, the arterial pressure being 
tlius increased, the muscular walls of the heart and arteries 
are both hypertrophied in concert, since both have to act 
against greater resistance. 

Sir Wm. Gull and Dr. Sutton have advanced a novel view of 
the pathology of granular kidney and of the associated changes 
in the cardio-vascnlar system. They announce the discovery 
of a new pathological change, to which they give the name of 
“arterio-capillary fibrosis.” This consists in the deposit of a • 
“hyalin-fibroid” material in the fibrous coats of the arterioles 
and capillaries. This change may prevail extensively through¬ 
out the vascular system—^in the kidneys, skin, pia mater, 
heart, lungs, spleen, stomach and retina. In its nature it is 
allied to but not identical with senile changes. It commonly 
begins in the kidneys, but it may begin elsewhere ; so that the 
hypertrophy of the heart with degeneration of the blood-vessels 
may be found associated with healthy kidneys; and tliat when 
atrophy with granulation of the kidneys exists it is but part 
and parcel of a general morbid change. The granular form 
of Bright’s disease is, in their eyes, essentially an example of 
arterio-capillary fibrosis. 

These views have been sharply criticized, and are still in 
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dispute, but they unquestionably bring into true prominencse 
what every observer of extended experience in cases of granular 
kidneys must have had strongly impressed on his mind— 
namely, that the renal disease is not a mere local aifair, but 
that it is, rather, a part of a wide-spread tissue-degeneration 
involving the entire, or a large, portion of the body. 

In the second class of cases, valvular defects and their con¬ 
sequences co-exist with Bright’s disease. Most of these are 
examples of endocarditis, secondary to the renal disease. But 
iu other cases the cardiac and renal affections arise inde- 
jicndently of each other, and depend on some cause common 
to both—as in the following example :— 

J. H., ict. 48, was admitted into tho Manch. Roy. Infirmary, Nov. 22,- 
1862. He. hod right hemiplegia : the mental faculties were wholly disor¬ 
dered ; there was gay incoherence and insanity ; no fever. The heart’s 
nixix beat in tho fifth intersiwe, half an inch outside tho nipple line ; a 
loud systolic hniit was audible at tho apiex and the mid-stcrual base, and 
extended up the aorta ; a faint diastolic bruit was audible over the second 
right cartilage. The urine was albumiuous to about one-fil'tli: there was 
no diupsy. 

The patient remained in the Infirmary a month. The mental dei-ange- 
inent subsided in ten days, and pierfcct coherence returned. The other- 
symptoms remained unchanged. He returned home; and in a few days 
was seized with coma, which proved rapidly fatal. The autopsy revealed 
—granular red kidneys with abundant presence of fat; cardiac hyper¬ 
trophy with fatty degeneration of the muscular fibres; extensive disease 
of the mitral and aortic valves with atheromatous patches on tho aorta: 
two old apoplectic clots were found in the left hemisphere, and wide¬ 
spread fttty degeneration of the arteries existed at the base of tho brain. 

In this instance fatty degeneration had simultaneously invaded the 
heart, the brain, and the kidneys, and produced a triple series of aymp. 
toms—all essentially inde^iendent of each other. 

The ili^d class of cases are those in which the renal dis¬ 
order (congestion, &c.) is secondary and subordinate to car¬ 
diac disease. These cases have already been fully described 
in Chap. L in connection with Congestion of the Kidneys, 
which see. 


TJBJEMIA, 

Certain phenomena, chiefly affecting the nervo-muscular 
system, arising in the course of Bright’s disease, have been 
attributed to a poisoned state of the blood, from the retention 
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in it of excrementitious matters which the disabled kidneys 
are unable properly to eliminate. To these phenomena the 
term urcemic has been applied ; they consist of twitchings and 
convulsions of the voluntary muscles, headache, drowsiness, 
coma, defects of sight and hearing, vomiting and diarrhoea. 

It is a marked feature of uraemic phenomena that those which 
arc of a paralytic nature alfect the sensorium and the special 
senses, but not the voluntary muscles ; while those of an op¬ 
posite kind (exalted irritability) affect the voluntary muscles, 
but not the sensorium. Delirium is rare, while coma is fre¬ 
quent ; paralysis of the limbs is scarcely known (unless there 
be some anatomical lesion of the brain superadded), while con¬ 
vulsions are frequent. 

The mode in which uraemic symptoms enter on the scene, 
and the forms they assume, present great diversity. 

Generally they begin insidiously with headache or vomiting, 
followed by heaviness, indifference, and somnolence. These 
premonitories may either pass away in a few days without 
further consequence, or they may be succeeded by general 
convulsions and coma. In other instances the patient is at 
once struck down with convulsions or insensibility without any 
previous warning, or he becomes suddenly blind, or is seized 
with uncontrollable vomiting. 

The most common of these ■ symptoms is hmdaclie; few 
individuals with degenerated kidneys altogether escape it. A 
sense of heavy weight or compression is complained of over 
the forehead or vertex. Sometimes the pain is obstinately 
fixed at the back of the neck, or behind the orbits. 

The defeels of sight consist either in a dimness of vision 
(amblyopia), which comes, and goes—objects appearing as if 
veiled in mist—or in rapid and complete, though usually tem¬ 
porary, blindness. The convulsive seizures are often accom¬ 
panied with temporary lose of eight, which generally persists 
in greater or less degree for a certain time after the spasms 
have passed away. 

The ophthalmoscope reveals no organic change in the eye in 
genuinely uraemic amblyopia; it is a purely cerebral pheno¬ 
menon, and not to be confounded with the hsemorrhagic blind¬ 
ness (Eetinitis apoplectics), which is also not uncommon in 
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Bright’s disease, and which is due, as V. Graefe has shown, to 
rupture of the retinal vessels. In this latter affection (which 
is in no sense uraemic) the loss of sight is seldom complete, 
hut is of a more permanent character. The production of it 
is probably due to the h 5 T)ertrophy of the left ventricle which 
so commonly accompanies a contracting kidney, and the 
increased tension in the arterial system consequent thereupon ; 
it is an occurrence of the same order as the sanguineous 
apoplexy to which the same individuals are liable. 

Uimmic deafness is much less common than amblyopia, and 
its occurrence is highly exceptional. 

TJrsemic convulsimis are of the epileptic type, and, as a rule, 
they confonn strictly to that type—being accompanied with 
complete insensibility, rolling of the eyes, biting of the tongul, 
and foaming at the mouth. The paroxysms commonly leave 
the patient deeply comatose. 

In exceptional instances consciousness is not wholly lost. In 
a lady under my care the paroxysms coincided with the cata¬ 
menial periods; during the convulsions the patient knew the 
jKjrsons about her, and called loudly to be held fast. A case is 
related by Bright in which the spasms at first resembled 
cramps; these were followed by twitchings of the hands, arms, 
shoulders, chest, and legs. The spasms were almost constant, 
and caused a somewhat hurried mode of expression when the 
patient spoke, but the intelligence was perfect. As the case 
proceeded the spasms became more and more severe, with 
forcible drawing up of the legs, and distortion of the muscles 
of the face; the faculties were retained to the last.* 

An attack of unemic convulsions may consist of only a 
single paroxysm ; more frequently there occurs a succession of 
paroxysms or fits, following each other at uncertain intervals 
of a few minutes or several hours—^the patient lying during 
the remissions in a state of profound insensibility, with ster¬ 
torous breathing, pale face, and dilated pupils; or in deep 
drowsiness, but capable of being partially roused, when spoken 
to or shaken. 

If a first attack does not prove fatal, it may recur at ir- 


* Ghiy’s Hospital Beporta, 1840, p. ISO. 
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regulnr intervals of weeks or months, or he replaced by nrsemic 
symptoms of some other order. 

Uraemic cmna either creeps on very gradually, passing on, in 
the course of two or three days, into complete stupor; or it 
culminates quickly—the patient falling down, as if in apoplexy, 
perhaps while walking in the streets, or occupied with his 
usual avocations. Cases of this class, when there is no 
anasarca, and the previous state of the urine is unknown, are 
vciy liable to be confounded with apoplexy or with narcotic 
poisoning. The following instructive illustrations of such an 
occurrence arc related by Mr. Moore and Dr. llichardson:— 

Case I.—An old soldier, named Price, was received into Queen’s 
Hu.s])itii], lliniiinghaTii, with the following symptoiiia breathing laborious 
and Konictinies slei'torous; when left alone the patient passes into a state 
of atnpor, answers questions sensibly when roused ; jiupils moderately 
dilated, indolently sensitive to light. 

It ajipeared that Price, having sullered some days from dian’hcea, went 
into a druggist’s shop, and asked for a pennyworth of tincture of riinbarb. 
The shojnnau added to this dose a few drops from another bottle, and 
Price swallowed the whole before leaving the shop. 

Immediately after taking the above dose he la'came drow.sy and vomited : 
at the suggestion of a neighbour he returned to the shoj), and asked the 
shopman whidher he had given him laudanum. The latter told him that 
he had put in a few drops on account of the severity of his .symptoms. 
Upon again reaching home he fell lusloep, and couUuned slciiping unless 
tomjKtrarlly ronsed. In this state he was ttiken into hospital, and was 
treated os a citse of opium poisoning. A mustard emetic was ordered 
immediately ; th(! xHiticnt was kept in constant motion, and plied with 
strong eotfcc. He improved considerably under the treatment, and talked 
over his old campaigns with the porter who had cliarge of him. Next day 
ho relapsed into a lethargic sUte; galvanism was employed without 
henetit; he was now walked round the hosjdtal-gardeu lictweon two men, 
and stnmg infusion of green tea was administered. A little improvement ■ 
followed, but at 2^ p.m. he relapsed once more, and the breathing became 
more oppressed. As long as he was kept moving he could be made to 
answer questions; hut in the course of the afternoon the somnolence 
deepened in spite of the treatment. Ether and ammonia were applied to 
the nostrils ; cold water was dashed over the face and neck ; hut at 8 p.m. 
the drowsinejis hod become insuperable; the stertor augmented. Mustard 
poultices were put to the legs. Venesection was tried, but when four 
ounces of blood had flowed the pulse became thread-like, and it was 
thought prudent to desist The coma increased in intensity; and he died 
at 2.30 a.m., 44 hours after admission, and 102 hours from the time of 
taking the dose. 

A coroner’s inquest was held on the case, on account of the suspicion of 



VRMMIA. 


425 


poisoning; bnt the results of the port mortem went to exonerate the 
druggist, for the kidneys were found granular and greatly atropliied, and 
the urine left in the bladder was found albuminous. (J. Moore, Loiulon, 
Mai. Guz., 1845, p. 821.) 

Cask II.— A. woman, agod 34 }’ears, who was given to drinking, and had 
iveeutly been treated for primary syphilis, was seized on Nov. 18th, 185!), 
with rigors. She was attended by a neighbouring cbeniist, who, on Nov. 
22iid, gave her a mixture which, he said, contained dilute nitric acid, nitrate 
of potossa, syrup of buckthorn, sulphate of nniguesia, and water. It was 
afterwards proved by analysis that these were the constituent parts of tlie 
remaining portion of the mixture. The medicine was sent in to tlie 
woman on the evening of the 22nd ; and after taking a large quantity of 
lieef-tea, slie swallowed one dose of the mixture. Five minuhts after¬ 
wards she became hysterical and convul.scd, and the friends believing the 
woman to have been poisoned, summoned the dinggist, who in alarm tried 
to get her to take some ipecacuanha, but witliout avail. In the course of 
the night a medical man was called in ; he found the woman in a state of 
typhoid coma, with pni)ils slightly dilated and immoveable, and the 
liody at times convulsed—the convulsions assuming an epileptiform type. 
Every available means of treatment was carried out, but the coma iMscame 
more profound, and seventy houre after the administration of the mixture 
above mentioned, death closed the scene. By the coroner’s wairant the 
lx)dy was examined, and a elnmical inquiry instituted. The brain was 
quite healthy ; the kitlneys were greatly diseased—large, llabby, psvle, 
speckled, soft, and greasy. The analysis disclosed no poison of any sort. . 
tltichardsou. Clinical Jussays, p. 135.) 

Case III.—A gentleman, act. 63, was driving in an open chaise tlirough 
the village of Mortlake, in 1853 ; he was observed by his servant, who was 
by his side, to be constantly drowsy ; at last he suddenly seemed to fall 
into a helpless state and dropjied from the chaise. He was conveyetl into 
a house, and Dr. Kichardson wsvs summoned. Dr. It. found him suffering 
from all the signs of narcotic poisoning ; the pupils were fixed and slightly 
dilated. Some urine was withdrawn from the bladder and found to Im! 
largely charged with albumen. He recovered from the attack ; but three 
weeks later he suflered again in the same way and died with typhoid , 
coma—the urine being altogether suppressed for many hours before death, 
imd having been albuminous throughout the illness. (Kichardson, Vlini~ 
caZ Assays, p. 141.) 


The diagnosis of ursomic coma from apoplexy rests on the 
absence (in the former) of paralysis, and the partial recovery 
of conscionsness between the convulsive attacks—if there l)e 
any. From poisoning by opium, renal coma is distinguished 
by the dilated or semi-dilated state of the pupils, and by the 
occurrence of remissions in the insensibility. From ordinary 
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epilepsy the diagnosis—apart from the antecedent historj', 
which, if known, suffices to indicate the nature of the case—is 
sometimes difficult. The incidents of the seizures are ofteu 
identical, even to the existence of an aura. As a rule ureemic 
fits want the turgid purplish countenance and asphyxial charac¬ 
ter of true epilepsy—the face in urmmia being nearly always 
deadly pale and the breathing easy. 

Dr. Eichardson relates the cases of two children poisoned by 
belladonna berries, in which the symptoms closely resembled 
urajmic coma sequential to scarlatina. The insensibility was 
complete, and the pupils strongly dilated. The examination of 
the vomited matters and of the urine furnishes, in such cases, 
the best means of diagnosis. 

In all cases of convulsions or insensibility from doubtful 
causes, the urine should be forthwith examined, and, if neces 
sary, withdrawn by catheter for that purpose. It must not, of 
course, be forgotten, that sanguineous apoplexy is a not vei-y 
unfrequent occurrence in' chronic Bright’s disease, as in the 
case of J. H. before related (p. 421). 

Uraemic coma and convulsions may prevail separately: but 
mucli more commonly the attacks are of a mixed character, and 
combine several or all the phenomena just enumerated. The 
varied character and fitful course of uraemia arc graphically 
illustrated in the following accurately-observed example, by 
Dr. Liebermeister (Prag. Vierteljahrschr., Jahrg. xviii., Bd. 
iv.):- 


Williclmina Karsten, a servant-maid from the country, ait. 29, was aid- 
niittcd into the Greifswald Hospital pn June 8th, 1889. 

I'rcvioits Hixtory .—Tlio jmtient, according to her own statement, was 
^perfectly licaltliy in her youth. In her eighteenth year she sutt'erod for six 
weeks fium tertian ague. Three years ago she became pregnant: toward 
the end of her time, cedema of the lower limbs set in, which, however, 
soon after the birth of a healthy child, disappeared. During tire tw'o fol¬ 
lowing years she continued in good health, and capable of pursuing her 
employment. In the first week in November, 1868, the patient noticed, 
without previous signs of di-sease, slight oedema of the ankles, which 
gradually increased, and extended to the hands, face, and abdon^n. These 
.swellings sometimes increased, sometimes diminished, but never entirely 
subsid^, and latterly they steadily progressed. At first the patient was 
able to eontinne her work ; but she remarked that any unusual exertion 
produced considerable shortness of breath, severe palpitation, and a feeling 
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of increased heat. Headaches, which had troubled her occasionally at the 
beginning of her illne.ss, became more frequent and more severe during the 
winter, and were conjoined with fugitive disorder of vision, great wearine.ss, 
and sleepiness. These attacks were never accompanied with vomiting. 
The appetite was constantly poor. During the winter, diarrhoea often 
occurred without assignable cause, but was not of long continuance, nor 
did it recur in the last few mouths. Occasionally tliero was cough with 
scanty cxis'ctonition. The urine does not seem to have been at any time 
mai’kedly deficient; at times it was even more abundant than natural. 
Menstruation, at first regular, had not occuiTed for three months. 

PresmU stale .—The patient was of middle height, moderately strongly 
made; the countenance, the cutaneous surface, and the visiijle mucous 
membranes, were inarkcHlly pale. The fs(!e was slightly (edematous ; the 
upper limbs and the integuments of the chest and back, strongly so. The 
legs were highly anasarcous, the labia majoi'a and abdominal parietes 
gntatly swtdle.d, and there was considerable ascites. Hei)atic. dulness 
reached from the nipple almost to the borders of the libs. The (ainliac 
dulness was not increased in breadth, and the sounds W(!re pure, and loud. 
The second sound was cs|«(cially loud over the pulmonary artery. The 
piil.se was of normal frequency, full, hard, and incompressible. There 
Were signs of hydrothorax ani bronchial catarrh. The urine, was of 
natural quantity, pale, albuminous, somewhat turbid, with an abundant 
sediment. The sediment consisted of vaginal epith(dium, jius, and casts 
of tubes of various thiekness, partly hyaline, structureless, or somewhat 
twisted and folded, jiaitly beset with numerous dark, sharply-defined, 
veiy minute granules. The appetite somewhat bad; bowels oiiened 
daily. 

The patient was put on a nutiitious diet, and Tinct. feni Acetatis. As 
the dropsy did not diminish, Acetum Scillie in saturation was substituted 
on Juno 16th ; and as this again proved inefficient to produce diuresis, iron 
preparations were resumed. 

On the night of the 22nd of June, this patient suffered from severe head¬ 
ache ; on the 23rd this passed away, but returned again at mid-day on the 
24th. On the same day the sight of the right eye beiaunc somewhat 
affected : and there was great apathy and drowsiness. No nausea or 
vomiting. On the evening of the 25th, the headache vanished; but the 
jiatient continued to see worse with the right than with the left eye for 
several days. 

These slight urremic phenomena then passed away, and a general 
iiuprevement set in; the dropsical effusions also underwent a slow 
diminution. 

On the 15th of Juno, moderate diarrheoa set in, without exercising much 
influenoe on the anasarca, which rather increaseiL An effort was there¬ 
fore made to reduce tho dropsy by diaphoretic measures. A hot bath was 
administoied on July 6th, and afterwards the patient was wrapped in 
blankets. Copious sweating followed. The patient slept well until three 
in the morning, when a violent headache arose and continued for throe 
hours. In the morning tho face was found more eodematous, hot, and red ; 
and the patient complained of a severe sense of heat in the head. Pulse 
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72. After a slight intemiption, the nse of the baths was continued, and 
with favourable elfi^cts. The anasarca steadily diminished ; by the 30th 
of .Tuly it was eonlincd to the more dependant parts of the body. The oji- 
pression of the bnailhiiig was quite gone ; and the appetite considerably 
improved. On the niglit of the 10th of August there occuri'ed severe 
headache, vomiting twice, and watery stools tlirico. The headaclie con¬ 
tinued n(!Xt day without fever, and the patient was sunk in deep ajathy; 
when sjK)k<!n to she only opened her eyes. On the day following these 
symiiUuiis jiassed away ; but the headache returned from time to time. 
On the night of the 21st of August, .severe headache recurred, and persisted 
through the ensuing day ; in the evening the jiatient complained of buzzing 
in the cai-s and spuks before the eyes. Pulse was frequent. On the 
liillowing night, about two in the morning, a violent paroxysm of general 
eonvulsions occurred, of an exactly epileptic cluiractcr. Consciousness 
was completely abolished; clonic cramps of the extremities, face, and 
trunk followed, which were of such severity that the bed shook. In about 
ten minutes the paroxysms ceased, and the patient lay quiet, foaming at 
the mouth, with frequent pulse and stertorous breathing. When called, 
she o])ened her eyes, stared at the person addroasing her, or rolled her eyes 
hither and thither. AVIicii questioned, she gave no answ’cr, did not pro¬ 
trude the tongue when asked to do so, nor maile any other movement. 
The jraroxysms, with intervening louses, in which consciousness did not 
return, wire rep-ated during the night. By the morning, about twelve fits 
had tlms followed each other. At eight o’clock in the morning conscious¬ 
ness had returned, but the patient was in a highly .apathetic state. She 
complained, when questioned, of headache ; vision was greatly weakened. 
At nine another fit ocaiiuTcd, and by midday three more had taken place. 
The Jiatient pissed urine and fa‘ccs under her; and lay, in the pauses, 
witli open mouth, half-shut eyes, and steitorous breathing, fully comatose. 
Pulse lli-120. In the afternoon no lit occniTed; in the evening the 
patient W'as still somnolent, but completely conscious ; pulse 96. The 
face was intensely oidematons ; in other parts the cedema had undergone 
no change. Next morning she complained of great weakness and prostra¬ 
tion, so tlmt movements were only accomplished with much e.ffort anil 
jiain. The orgaus of sense were no longer disturbed, and the pains in the 
head less intense. On the following day there was amendment, but still 
the sense of fatigue, jirosteation, and apathy, continued. The condition 
then became changeable; the headache sometimes vanished altogether. 
Nevertheless, and in spite of abundant secretion of urine, the dropsy 
increased considerably. 

On the 4th of October there occurred a slight rigor and severe headache; 
during the al’temoon, great dyspnoea set in, with a high degree of somno¬ 
lence. At 3 p.m. six ounces of blood were withdrawn by venesection. 
At 6 p.m. there was vomiting, which recurred seveiul times; and about 
nine, a violent eclamptic attack occurred, which resembled the previous 
ones, and was followed by coma. The fits returned during the night and 
the following day about twelve times. The pupil, during the paroxysms, 
was neither dilated nor contracted, it was only feebly sensitive to light. 
The administration of calomel and jalap occasioned copious stools : and on 
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the morning of the 6th the patient was conscious, the face very mlematons ; 
she complained of headache, and was higlily a{mthetic. On the 7th and 
8th the facial oedema still increased, and the arms were intensely anasareoua. 
The asdte,s and (edema of the feet appeared slightly diminished. Slow 
improvement then took place. On the 22nd threatening symptoms again 
apjKiared, the pains in the head Ipoeame intense, somnolence ensued, and, 
from time to time, twitchings of the upper exticmitics. Agitin all these 
jiassed over : but on the afternoon of the 31st there was a slight fit of 
convulsions, followed by vomiting twice ; at 5 ]>.m. an colamptie [airoxysm 
of gi-cat severity occurred, and two more during the night. In the intervals 
Indween the eonvnlsivo paroxysms the patient lay completely insensible, 
with ojicn mouth, stertorous breathing, and cyanotic eountenancc. The 
teeth weft covered with sordes. both pupils were .strongly coutnieted. 
Next day the patient was again conscious, but dull and niiatlietic. The 
countenance was veiy (edematous ; pupils sensitive to light. This sleepy 
indifi'ci'cnt state continued through the ensuing week. 

From the 10th of November the visual power showed great distuiliance, 
and the condition changed about. Sometimes the patient could easily 
count fingers, sometimes she could do so only imjxsrfcetly. Pulse was of 
natural quickness, small, hard, ineompre.ssible. On the evening ot 
December 3rd, there commenced again a series of convulsivo fits, which 
continued until the following cv(ming. On the morning of the 5th vision 
was very imperfect ; a light liiild liefore the eyes could bo seen with the 
left eye, hut only a glimmer was visible with the right. Tlic ophthalmo¬ 
scope showed the existence of retinitis apopleetic.a in both eyes. The 
patient now continued in a state, of jicrpetual somnolence; but on the 
night of the 18th she was seised with a now series of eclamptic fits, 
which wore preceded by vomiting, and succeeded by excessive jirostration. 
The disordei-s of vision still varied in their intensity. On the 11th of 
damtary a violent bronchial catarrh with pneumonia brought life to a 
close. 

Tile autopsy (lisclo.sed the following :— 

ISrain highly nmcmic, otherwise natural; dropsical elTusionM in the 
serous cavities. Heart, greatly hypertrophied. Left lung nir-le.ss in its 
upiM-r lolic, (edematous in its lower, liight lung consolidated j)Osterior]y. 

The, kidneys were in a state of fatty degeneration with beginning griumlar 
atrophy. 

The urine was carefully collected and examined while the patient was 
under observation. It was throughout copious in (piantity, even during the 
severest uraemic attacks; the specific gravity varied from 1010 to 1014; 
the urea, though always considerably below the noniuil average, did not 
sink any lower daring the paroxysms. 

As a rule, both the quantity of urine and the excretion of 
urea diminish notably at the period immediately preceding a 
ursemic attack. Sometimes, however, very great scantiness of 
urine, or even total suppression (in acute Bright’s disease) may 
exist without evoking any ursemic symptoms. In a case of 
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BCarlatinal dropsy related by Biermer, complete snpprcBsion of 
urine continued for 5 days without urasmia ; then followed a 
further period of 4-J days in which urine was secreted, but only 
in the scantiest proportions (a few tea-sjxmnfuls a day), and 
yet no uraemia. At the end of this second period, the urine 
began to flow abundantly for a short time, and then again 
became scanty. Three days later uraemic coma set in, followed 
by convulsions, which proved fatal. 

Urmmic vomitiny and diarrJum are common phenomena of 
Bright’s disease. The vomiting which occurs in that disease 
is not, of course, always uraemic. The digestive functions are 
notably impaired throughout the complaint, and a heavy or 
indigestible meal may at any time be rejected as in dyspeptic 
states from other causes. When the vomiting is really uraemic, 
it takes place without reference to the nature of the contents 
of the stomach, and is oft repeated or uncontrollable ; the 
vomited matter is a watery fluid, either distinctly ammoniacal 
to the smell, or (if acid) evolving ammonia freely when caustic 
potash is added thereto. The alvine dejections are similarly 
characterised when due to the same cause. 

Faroxymis of di/spnoMi belong to the least frequent forms of 
uraemic disturbance— if indeed such attacks have at any time 
a genuine claim to the designation uiucmic. Fournier cites 
some cases of this kind. Only the following somewhat doubt¬ 
ful example has fallen under my observation. The case is 
further remarkable on account of a transitorily ammoniacal 
state of the urine. 

W. It. S., a railway porter, a;t 58, was admitted into tlie Manchester 
Inlirniary, Dec. 6th, 1860. He was a stoutly-mode man, who liad led an 
iiitcrajM-rate life. He had been remarkably healthy, and had scarcely ever 
lost a day’s work. Two months before admission, his legs began to swell 
and then his face. He continued to follow his employment, though with 
difficulty, until two days before lus admission. 

On admission, there was general anasarca of moderate degree ; pallid 
features; enlarged heart; copious urine, scantily albmninous, with an 
abundant deposit of granular and transparent casts, and renal epithelium. 
Neither casts nor epithelium showed any signs of fatty degeneration. The 
urine was somethnes highly acid and deposited urates; at other times it 
was highly ammoniacal when voided. 

On Dec. 27th there occurred a sudden and most intense paroxysm of 
difficulty of breathing, which threatened suffocation. It resembled in every 
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respect a paroxysm of spasmodic asthma, and lasted ftwi hoars. It then 
passed away, and did not return again with the same intensity ; though 
slighter attacks of a similar nature ocenrred on two other occasions. 

On Jan. 11, 1861 repeated vomiting took place: there was al.so a severe 
cough with a watery expectoration and increasing weakness. Somnolence 
then set in, which gradmdly passed into coma and proved fatal in three 
days. 

The auUrpgff showed hypertroj>hied lefl ventricle ; thickened mitral valve ; 
abundant loose vegetations on the aortic valves. The right auricle and 
ventricle were filled with a firm voluminous yellow fibrinous clot. 
With the exception of dense oedema of the inferior lobe of the left lungs, 
the respiratory organs presented nothing abnormaL The Jcidneys weiii 
found granular with eommeneing atrophy. Thi- lower urinary pa&sagcs 
were quite free from disease. 

Tlie ammoniacal state of the urine persisted in this patient for several 
successive days; and although the seeivlion was so charged with carbohato 
of ammonia that it had a pungent smell, and elfervesced freely with acids, 
when quite fresh, the patient cxjierionecd no iiaiu or uneasiness about the 
bladder nor during the act of micturition—which was not unduly frequent. 
The urine contained no pus. The ammonia in this ease must have been 
derived directly from the blood, and not produced, as is usual in ammoniacal 
urines, by transformation of urea in the lower urinai-y passages. Such an 
occurrence betokened a free generation of ammonia in the blood ; there 
were no uriemie symptoms on the days when the urine was ammoniacal. 
Did the elimination of ammonia by thq kidneys stave olf uroumic acci¬ 
dents ? 

Theories of tiraimia .—^The absence of anatomical lesions in 
the brains of persons who die of urajmic coma and convulsions 
has constrained pathologists to look elsewhere for their deter¬ 
mining cause ; and by general agreement it has been assumed 
that that cause consists in certain alterations in the composi¬ 
tion of the blood, from the accumulation in it of the excre- 
meutitious matters (and the products of their decomposition) 
which, in the healthy state, are removed out of the body by 
the kidneys. The blood thus poisoned is no longer capable of 
ministering to the tranquil and healthy operations of the 
nervo-muscular system, and engenders the various abnormities 
of motion and sense which have been just described. 

But pathologists have not been content with this general 
appreciation of the matter, and have striven to trace the 
phenomena to the presence of some one, or the derivatives of 
some one, of these excrementitious substances in the blood. 
It will not be necessary in a practical work like the present to 
enter fully into the controversies—still undecided—which have 
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arisen on this subject It will suffice to indicate the different 
views which have been enunciated ; and to express my own 
conviction, after a careful review of the observations and 
experiments adduced on all hands, that none of the exclusive 
theories of unemia have made good their claim to acceptance. 

Hammond and Richardson, following the original notion of 
Willis, contend that the special poison in these cases is urea.* 

Frerichs maintains, on the other hand, that urea is itself 
innocuous ; that it may be injected into the veins of animals 
without detriment; that the mischief in urEemia arises from 
the transformation of the urea accumulated in the blood 
into carbonate of ammonia, and that the carbonate of am¬ 
monia so generated is the immediate excitant of the nervous 
symptoms. Frerichs upholds this doctrine by two pro- 
j)ositions which he claims to have proved: namely, (1), 
that carbonate of ammonia invariably exists in the blood of 
uraemic patients, and in that of animals rendered' uraemic by 
removing their kidneys, and can even be discovered in their 
expired air ; (2), That carbonate of ammonia injected into the 
veins of healthy animals produces fits of convulsions with in¬ 
tervening pauses of coma, exactly resembling genuine uraemic 
attacks. 

Treitz suggested a modification of this view. According 
to him urea is not transformed in the blood-vessels, but is 
first vicariously excreted into the alimentary canal; here it is 
speedily converted by the gastro-intcstiual mucus into carbo¬ 
nate of ammonia ; the carbonate of ammonia so formed is then 
absorbed into the blood, and produces its poisonous effects. 
That urea is excreted by the intestines in Bright’s disease is 
undoubted, and its swift conversion into carbonate of ammonia 
has been proved experimentally by Bernard. This theory of 
Treitz furnishes at least a rational explanation of urEemic 
vomiting and diairhoea, and of the presence of the volatile 
alkali in the matters so discharged. 

* Bichter found that soJntions of urea (30 per cent.) applied directly to the 
sciatic nerves of frogs, prodnoed only slight and unoertain convulsions of the 
muscles, far inferior to those produce<l hy a solution of common salt. A 
saturated solution of urea produced no convulsions at all.—(F. Bichter— 
Inang. Diss. : Erlangen, I860). 
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Since the theory of Frerichs was first promnlgated, however, 
it has been ascertained by Richardson and Hammond that 
ammonia naturally exists in the blood of healthy animals: and 
all subsequent observers (with the sole exception of Petroff) 
have failed to discover in the blood of animals rendered uraemic 
by the removal of their kidneys any larger amount of ammonia 
than exists in the healthy state. It has been likewise shown 
that other substances than carbonate of ammonia (chloride of 
sodium, urine, and urea) are capable, when injected into the 
blood, of evoking comatose and convulsive phenomena 

The recent experiments of Oppler, Schottin, Peris, and 
Zalesky, seem to have given the coup de grdee both to the 
ammonia and to the urea theories of urfemia; and they indi¬ 
cate in a very clear manner, that nrmmic manifestations 
depend mainly and essentially on the accumulation in the 
blood and tissues of those primary products of tissne-racta- 
morphosis (creatine, creatinine, and other extractives), which, 
in a later stage of histolysis, are converted into urea and uric 
acid. 

Inquirers into the theory of ursemia may be reminded of the 
remarkable absence of coma and convulsions—the most com¬ 
mon features of clinical urmmia—in cases of obstructive 
suppression of urine. The cases related in chap i., section 5, 
of the present work show incontestably that fatal suppression 
of urine from blocking up of the ureters generally runs its 
course without the usual symptoms of uraemia as witnessed in 
Bright’s disease. 

Dr. 0. Rees believes that the tenuity of the blood in Bright’s 
•disease is not without influence in the production of the cere¬ 
bral symptoms. Traube has still further developed this idea. 
He contends that the watery state of the blood predisposes to 
interstitial transndations; that the hypertrophy of the left 
ventricle increases enormously the lateral pressure in the 
arterial i^stem ; that when, from any cause, a still further 
increase in the tenuity of the blood-serum occurs, serous 
transudation takes place through the cerebral capillaries, and 
gives rise to oedema of' the brain. This oedema causes com¬ 
pression of the minute cerebral vessels, and determines an 
anaemic state of brain, and thereby uraemic convulsions and 
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coma. He ie further of opinion that the symptoms are of a 
comatose character when the oedema and anaemia affect the 
hemispheres, and convulsive when the central ganglia are the 
parts affected. 

None of these theories, considered exclusively, explains 
satisfactorily the protean phenomena of uraemic intoxication, 
as witnessed at the bed-side. The subjects of Bright’s disease 
suffer under a deep abnormality in the composition of the 
blood and tissues. The blood is unnaturally watery and poor 
in albumen ; the blood and tissues are unnaturally charged 
Avith the primary histolytic products (creatine, extractives, &c.), 
and with excrementitious urinary compounds (urea and uric 
acid), perhaps also with the products of the decomposition 
of some of these. This state appears to induce in the 
nervous centres a proneness to sudden disorder and loss of 
equilibrium. A crisis may at any moment be brought about 
b}' an exaltation of one or several of the disturbing elements, 
or l>y a suj)ervention of some new and different cause of 
irritation (hysteria menstruation). A similar hyper-sensitive 
state of the nervous S 3 'stem prevails naturally in early life; 
and an irritation which would be of no moment in an adult 
(teething, wonns, embarrassed digestion, cutaneous irritation, 
(Src.), suffices, in an infant, to awaken convulsive and comatose 
phenoinena closely resembling those of urajmia. 


DIAGNOSIS AND PEOGNOSIS. 

Diiuinom .—Under ordinary circumstances, chronic Bright’s 
disease presents symptoms, and a condition of urine, so cha¬ 
racteristic that it can scarcely be confounded with any other 
malady. Even when dropsy is absent, a persistently albu¬ 
minous state of the urin^ apart from heart disease, hardly 
belongs to any other condition.. 

Temporary albuminuria, as have seen (see Congestion of 
the Kidneys), occurs occasionally under a variety of inflamma¬ 
tory and febrile conditions, without structural changM of any 
imi»rtance in the kidneys. These cases differ fropl^Bright’s 
disease in the absence of dropsical effusion; the quantity of 
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albumen is also generally very small; the excretion of urea is 
natural or even excessive instead of being diminished. When 
defervescence occurs, it is speedily followed by the total dis¬ 
appearance of albumen. 

The real diagnostic difficulties lie :—(a) in distinguishing 
acute and curable cases from chronic confinned ones 5 ( 6 ) in 
determining the precise anatomical changes going on in the 
kidneys; and(c) in detecting the disease w'hcn it is encoun¬ 
tered masked by an inflammatory complication or a ursemic 
[taroxysm. 

(a) The case must be considered as belonging to the chronic 
and confirmed class, if the disease have crept on insidiously, or 
if it be found complicated with chronic phthisis, caries, long- 
continued suppurations, constitutional syphilis, enlarged liver 
or spleen, or hypertrophy of the left ventricle. 

If the invasion have been acute, and the albuminuria still 
linger after the abatement of the febrile symptoms, time 
becomes a necessary element in the diagnosis. With every day 
that passes by without diminution of albumen in the urine, the 
fear grows stronger that the disease has become confirmed. In 
such a conjuncture the character of the urinary deposit suppliiis 
important information. If the epithelial elements and blood 
coi’puscles continue to be freely discharged, and no, or only 
trifling, signs of fatty changes appear in the renal derivatives, 
there is good reason for confidence that the observer has to do 
with the declining stages of an acute disorder. If, on the 
other hand, albumen persist in considerable quantity after the 
pyrexia has passed away, and after blood has ceased, or almost 
ceased to appear in the urine, it is probable that the disease 
has lapsed into a, chronic and confirmed state ; and if, in addi¬ 
tion to these untoward signs, the deposit exhibit marked fatty 
change, that probability becomes a certainty. 

It must not be forgotten that patients suffering from chronic 
Bright’s disease are subject to occasional febrile exacerbations, 
in which the urine becomes scanty, high coloured, and perhaps 
bloody. Such exacerbations are liable to be confounded with 
the acute disorder; and when there are no dear indications of 
chronici]||in the previous history, in the character of the renal 
derivatives, or in the co-existence of complications, the differen- 

♦ r F 2 
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tial diagnosis of the two conditions may be qnite impracticable 
nntil the lapse of time shall have cleared up the ambiguity. 

(6) For the differential diagnosis of the different types of 
degeneration going on in the kidneys, the reader is referred to 
the synopsis of distinctive symptoms famished in the first 
section of the present chapter. 

(e) When the case comes under notice for the first time, 
masked by an inflammatory complication (pneumonia, endo-, 
or peri-carditis, &c.,) a clue to the primary disorder must be 
sought in the previous history of the case, and in the associated 
symptoms! When dropsy (or the history of any) is absent, the 
primary renal disease is apt to be overlooked, and the case 
regarded as one of simple inflammation of the organ affected: 
the urine (in such cases) assumes a febrile character, urea 
becomes abundant in it, and its specific gravity rules high. If, 
under such circumstances, the quantity of albumen in the urine 
be but small, the absence of Bright’s disease may be counted 
on ; but the converse deduction is not invariably warranted. 
In pneumonia I have seen the urine for some days “ highly ” 
albuminous without, as the sequel showed, the existence of any 
renal degeneration. In pleurisy and pneumonia (and especially 
the former) the simultaneous implication of the two sides 
furnishes a strong presumption (supposing the urine be albu¬ 
minous) that the inflammation is not simple, but secondary to 
renal disease. The existence of cardiac hypertrophy without 
valvular disease, or of notable ansemia, also favours the suppo¬ 
sition of Bright’s disease. 

The differential diagnosis of urmmic coma and convulsions 
has been already pointed out (see p. 425). 

The absence of casts in an albuminous urine gives no security 
against the existence of renal degeneration ; indeed, this ab- 
senqe is generally more apparent than real. When the casts 
are few in number, and small, they subside veiy imperfectly, 
and are apt to escape detection, even with the most careful 
examination.* In other cases the absence of casts is only 

• Some years ago I was consulted by a medical man who was suffering 
from persistent albuminuria. He himself, and another practitioner, who was 
well accustomed to such inquiries, had failed, after repeated examinations, to 
detect a single cast iu the urine. The specimen of urine sent to me was set 
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temporary ; and I have known it most absolute in some of 
those sad hopeless cases, wTiere the renal disease is the ultimate 
upshot of an intractable strumous or syphilitic cachexia. 

Progmm .—The prospects of a patient suffering from con¬ 
firmed chronic Bright’s disease are exceedingly gloomy. The 
textural changes in the kidneys are of a kind that do not admit 
of reparation. The Malpighian bodies become enveloped in an 
exudation of low plastic material, of which the only tendency ‘ 
is to progressive contraction, and the tubuli are either blocked 
up with fibrinous plugs or shrivelled into useless fibres. The 
gland is not, however, equally affected throughout all its parts, 
and the less injured portions carry on, imperfectly, the depu- 
rative functions. As the sounder irortions become more and 
more involved—and there is an almost inevitable, though slow, 
tendency to this—the work done by the kidneys grows less and 
less, and the blood is more and more contaminated with 
histulytic and urinous elements, until at length a limit is 
approached, which is incompatible with life. Long before 
this extreme limit is reached, however, death is brought about 
in a large number of cases by one or other of the numerous 
complications to which the subjects of renal degeneration are 
obnoxious. 

In certain more favourable cases the structural changes 
cease to advance, the dropsical effusions (if any existed) are 
absorbed, and the condition of the patient remains stationary, 
perhaps for months, perhaps for years; and be may be able, 
with proper precautions, to prolong existence in fair comfort, 
and even to pursue light avocations, for very considerable 
periods of tima Cases protracted to five and six years are not 
uncommon, and a few instances are recorded in which the 
patient has survived for ten, fifteen, and even twenty years.* 

aside for twelve hours in an appropriate urine glass. At the end of that 
period I could not, after long searching, discover a single cast. Next day, 
however, the urine deposited an abundant sediment of very minute uric acid 
ciystala. On again searching for casts I found several without difficulty—tho 
precipitation of the uric acid had carried iffiem down. 

* The protracted survivorship of some cases of chronic Bright’s disease is 
very remarkable—in some rare cases the disease does not prove fatal at all. 
Poiwibly in these cases only one kidney is affected—Its fellow remaining sound. 
That such a pf^ibility exists may ho inferred not only from _^i^e great Uif- 
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The tenure of life under these circumstances is exceedingly 
precarious, and an imprudent ind&lgence or exposure may 
bring life, in a few hours or days, to the verge of destruction ; 
the patient walks, as it were, on a slumbering volcano, which 
may at any moment waken its fires with a fatd explosion. 

But although the final prognosis in chronic and confirmed 
cases is thus unfavourable, the immediate prospects of the 
patient may be fair, and there is still hope that by judicious 
management amelioration of the more distressing symptoms 
may be brought about. Except in the ultimate stages of the 
disease, the dyspeptic symptoms, the irregularities of the 
bowels, the dropsical accumidations, and the bronchial catarrh, 
may be combated with good probability of success. The fol¬ 
lowing example is a striking illustration how near an apparent 
cure the subsidence of the symptoms may proceed, even from 
an apparently desperate extremity. 

Mr. B., a designer, of sober habits, ad. 38, eonsultod me. May 9th, 1862. 
Ho was suffering from great and general anasarca with ascites. The urine 
was scanty and intensely aUniminons. There was an abundant deposit of 
tube-(»st8 and rcmal epithchiiin. These stractures o.vhibitcd the ajipcar- 
ances of advanced fatty degeneration. 

The ]>atient stoted that the drojaiical sjnnptoins had existed a twelve¬ 
month, and had come on gradually—first in the feet, then in the face— 
w'ithout known cau.se. 

A fortnight after, I was requested to see Mr. B. at his own house. He 
was then confined to bed; the swellings had considerably increased; the 
legs were tense, and incajiable of bring moved from excessive oedema ; the 
jKjritoneal eflu-sion was very great. There was severe dyspnoea (orthopncea) 
and frequent vomiting. The urine was almost suppressed. 

Taking into consideration the’ state of the urine, the character of the 
deposit, and the time the disease had already existed, together with the 
threatening gravity of the general symptoms, it seemed hardly possible 
that the patient could rally to anything like seeming healtli: and yet this 
took place, (.’onqmnnd jalap powders were administered fi-eely, and 
blanket-baths applied daily. Copious watery motions were produced ; 
the logs burst, and an immense quantity of llnid drained away. Improve¬ 
ment went on steadily in the course of the ensuing month ; in September 
the dropsy and ascites had nearly disappeared. A specimen of urine (of 
which ^e. How was copious) was sent to me at this timo for examination. 

fereuoe in the amount of disease sometimes found in the two kidneys after 
death, but more certainly from such a case as that of Dr. Moxon, in which 
one kidney was in an advanced stage of degeneration, while its fellow was 
normal.—Path. Soc. Trans, v. xix. p. 268. 
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It was only slightly albuminous, and after a diligent scai’cli I failed to 
deteot any casts. 

I did not see the patient after this; but Mr. Briggs, with whom I saw 
the case, informs me that shortly after, the patient went to Wales, wliere 
he continued to improve: the uedema disappeared almost entirely; the 
apiwtitc returned; and the strength was so far restored that ho was able 
to walk fifteen miles in a day. 

On his return to town, however, the dropsical symptoms re-appeared, 
.and incieased ; and a cough set in, accompanied with pmailent expectora¬ 
tion. The pulmonary symptoms gradually advanced, and he died in 
September, 1803, about eighteen months after I had first seen him. 

The favourable and unfavourable signs in Bright’s disease 
have relation to the state of the skin, the duration of the 
disease, the degree of deviation of the mine from its natural 
quantity and composition, and the existence of comjdications. 

The signs which indicate that an unfavonrable termination 
is not far distant are:—obstinate dryness of the skin, the 
urine, which bad previously been abundant, becoming steadily 
scantier without proportionate increase in the specific ginvity, 
evidence that the disease has existed some years, repeated 
recuiTifucc of uraemic phenomena, exce.ssive serous elfusion, 
excessive cardiac hypertrophy, a persistently feverish state. 
Speedy death is indicated by the breaking forth of pneumonia 
or pericarditis, by suppression of urine or uncontrollable 
vomiting and diarrhoea. The absence of these signs may be 
construed in a favourable sense, as indicating a stationary 
state, and the probability that the final issue may be yet far 
distant 

An excessive proportion of albumen in the urine, although 
a proof of the activity of the morbid process, and therefore a 
sign of evil augury, is not necessarily prophetic of impending 
death. In a case which I saw with Mr. Stephens, the urine, 
which was examined almost daily, became constantly solid on 
boiling, for a period of more than two months. Daring 
this period the patient’s condition was stationaiy; he was 
then seized with fatal pneumonia, of which he si)cedily 
perished. 
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TEEATMENT. 

In the management of cases of confirmed Bright’s disease, 
three objects are to be especially aimed at, namely; (a) to 
hinder the further extension of the structural changes in the 
kidneys; (J) to prevent the occurrence of uramic and inflam¬ 
matory accidents ; and (c) to palliate or remove certain 
threatening or burdensome symptoms — anmmia, dropsy, 
dyspeptic and uraemic phenomena, &c. 

To fulfil the first indication, the conditions under vrhich 
the complaint originated must be carefully traced out, and the 
patient removed as completely as possible from their further 
influence. In some instances this is practicable ; as when the 
disease follows intemperance or long-continued exposure to wet 
and cold. In protracted suppurations, necrosis, caries, joint 
disease, stricture of the urethra and old vesical inflammation, 
the possibility of the development of renal degeneration should 
be kept in view by the surgeon, and should have weight in 
considering the propriety of oi)eration. In all such aflections 
the condition of the urine should be narrowly watched,; and 
the first appearance of albumen is a warning that the oppor¬ 
tunity for operative procedures is slipping away, never to 
return. 

There is no evidence that local counterirritants of the severer 
class-issues, setons, moxas, &c.—applied over the kidneys, 
exert any good effect; and the ulcerations they sometimes 
leave are apt to prove intractable. Mustard poultices, tincture 
of iodine or dry cupping may be applied when the loins are 
the seat of aching pain ; but their influence on the renal lesion 
is probably ml. Blisters are inadmissible on account of their 
specific irritating effects on the urinary system. 

The patient should be habitually clothed in flannel, both 
limbs and trunk; and the activity of the skin should be further 
encouraged by moderate walking or carriage e.xerci8e, and the 
occasional use of warm baths and frictions of the surfece. 
The bowels should be opened at least once daily, and the diet 
should be light and nutritious. Milk agrees well with the 
raaijorify of this cIms of patients, and may be freely partaken 
of. Two or three glasses of claret or hock daily, or a glass of 
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sound beer, are permissible ; but the stronger wines and all 
spirits agree, as a rule, badly, and should not be allowed 
unless special circumstances imperatively call for their 
administration. 

Medicinal agents of roborant character should be exhibited 
from time to time—but especially preparations of iron. I 
have been in the habit, when the secondary symptoms or 
complications do not call for special treatment, of contenting 
myself with giving 15 or 25 drops of the muriated tincture of 
iron in a wine-glass of water night and morning—combined, 
in cases of strumous aflBnities, with cod-liver oil. If the 
tincture produces headache or disturbs digestion, some other 
chalybeate must be substituted—the citrate of iron, citrate of 
iron and quinine, the syrups of the phosphate or the iodide of 
iron, the saccharated carbonate or the ferrum redactum. One 
or other of these preparations can generally be made to agree. 
It is important to get patients with chronic Bright’s disease to 
take iron, for saturation of the system with iron is the best 
safeguard against the profound anaemia which is a fertile source 
of danger and distress to the sufferers from chronic renal 
degeneration. 

Are there any medicinal substances capable of exercising 
control over the quantity of albumen lost by the urine ? 
Exact observations do not give an affirmative answer to this 
question, though a certain reputation has been gained by the 
mineral acids (especially nitric acid), iodide of potassium, 
tannin and gallic acid. Dr. Parkes exhibited large doses of 
tannin and gallic acid without producing any diminution ol' 
albumen. I have in a number of cases used gallic acid for a 
period of many weeks, but could not convince myself in a 
single instance that it had any favourable influence on the 
excretion of albumen, and in some -instances it occasioned 
serious gastric disturbance. Oppolzer has recommended alum, 
and the trials of Heller support this recommendation. 

Knowing as we do that persons with albuminuria and 
degenerated kidneys may preserve passable health for years, so 
long as digestion is good, the blood not too impoverished, and 
the complieations kept away, the practitioner is not justified in 
interfering too actively when this stationary condition is main- 
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tamed ; he should confine himself to the enforcement of sound 
hygienic rules and preventive measures. The patient should 
be made clearly to understand that he is to treat himself as a 
valetudinarian ; and that in his clothing, his eating, drinking, 
exercise, and general mode of life, he must go by rule, as the 
sole condition of not running the most fatal risks. 

The most effective means of combating the dropmal effusions 
are hydragogue cathartics and Tvann baths. For general use 
there is no hydragogue superior to the compound jalap powder 
with an additional quantity of the bitartrate. It acts quickly, 
and procures two or three copious watery stools. The objection 
to its use is the nausea and sickness which it too often occa¬ 
sions. To diminish this inconvenience as much as possible, an 
active dose (for an adult 5iii of the bitartrate, and 15 or 20 
grains of jalap corrected with a little ginger) should be admi¬ 
nistered early in the morning twice or thrice a week. The 
operation of the medicine passes over in a few hours ; and the 
patient has leisure to recruit himself in the intervals between 
the doses. This proceeding is less harassing than to keep up 
a continuous purgation of less activity. 

Christison speaks in high terras of gamboge, which he 
employed in doses of 5 grains, sometimes 7, and veiy rarely 
5 gi-ains, every second day, or in urgent circumstances every 
day. To prevent griping he had it finely pulverised with 
half a drachm of the bitartrate of potash. Colocynth, 
scammony, and elaterium have also been employed on diverse 
hands. When the serous accumulation is veiy threatening, 
and immediate effects are demanded, no remedy is superior to 
elaterium. It may be given in doses of one-sixth, or one- 
fourth of a grain every three or four hours, until free 
evacuations have been obtained. In the emploj-ment of 
purgatives, it must not be overlooked that exhausting 
diarrhoea sometimes occurs spontoneously in the later periods 
of the disease, and that the use of drastics has been known 
to originate this untoward symptom. It is necessary, there¬ 
fore, to watch the action of these evacuants, and to immediately 
desist from their use if the diarrhoea shows signs of proving 
intractable. 

Warm baths are unquestionably the most effective of dia- 
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phoretics ; they not only promote cntancous transpiration, but 
often increase the secretion of urine at the same time. They 
may be applied in all their varied modifications—warm water, 
hot air, steam, or the blanket-bath. When one modification 
fails another may succeed. Dr, Liebermeister describes as 
higlily effective, a method of applying the warm water bath, by 
which the temperature is gradually raised after the bather is 
immersed. When the patient first enters the bath the tem- 
l)eratare is 98°; it is then gradually raised by the admission 
of warm water to 108° ; after remaining in the bath about 
thirty-five minutes, the patient is packed in hot blankets.* 

Unpleasant consequences—headache, suffusion of the face, 
unwonted heat of skin—occasionally follow the use of warm 
baths, and may even necessitate their abandonment. Generally 
these inconveniences diminish as the remedy is repeated ; and 
after a few trials patients with chronic renal disease nearly 
always take their baths with pleasure as well as with ad¬ 
vantage. 

Of pharmaceutical diaphoretics, Dover’s powder, James’ 
powder and liq. Ammon. Acetatis have been chiefly used ; 
their effect is very uncertain. 

Diuretics are of much inferior value to purgatives; but 
when there exists a tendency to spontaneous diarrhoea or to 
severe gastric derangements, we are constrained to abandon 
the latter for the former. My experience of diuretics has not 
given me a high opinion of their efficacy. The testimony of 
authors on their utility is conflicting. In judging of their 
effects, some observers have not sufficiently considered that a 
spontaneous diuresis is the normal outgoing of acute renal 
dropsy tending to recovery; and that in patients with con¬ 
tracting kidneys profuse diuresis is an ordinary feature of the 
quiescent state in the middle periods of the disorder, so: that 
when the urine becomes scanty and the dropsical effusions 
increase during an intercurrent febrile exacerbation, the re¬ 
establishment of the diuresis and the d im inution of the 
anasarca on regaining the quiescent condition, must not be too 
hastily attributed to the diuretic which chanced to be employed 
pending the pyrexial attack. 


* Frag. Yierteljahrschr., 1861. 
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Diuretics of the most opposite classes have been recom¬ 
mended by different writers. Bright, who had but slight con- 
hdence in diuretics, was in the habit of prescribing uva nrsi 
and pyrola nmbellata. Christison relied on digitalis combined 
with cream of tartar. Eaycr perceived little advantage in 
digitalis or squills, and he found that they almost always, at 
length, deranged the stomach. Horse-radish tea,* according to 
liis experience, offered of all diuretics the best chance of suc¬ 
cess. Spruce beer is a much more agreeable beverage, and its 
diuretic action is probably not inferior. My colleague, Dr. 
Eason Wilkinson, has repeatedly obtained good results from 
its use ; and on his recommendation I have tried it myself in 
a number of cases, with favourable effects; it agrees well with 
the stomach, and quenches the thirst which not unfrequently 
torments patients with Bright’s disease, more effectually than 
any beverage I know. 

Tincture of cantharides was employed by Dr. Wells in seven 
eases, in doses of 30, 50, and even 60 drops per day, with good 
effect in five. Bayer also reports well of it in some cases ; but 
he adds, not without reason, “ it is an uncertain remedy, which 
might be dangerous in inexperienced hands.” 

I have tried in my own practice dandelion, broom-tops, and 
belladonna with unsatisfactory results. 

When other means of evacuating the dropsical effusions fail, 
and the tension of the integuments threatens erythema and 
gangrene, there is yet a resource in acupxmcture or incision of 
the legs. This rapid and easy method has the disadvantage 
that, unless stringent precautions are taken, the punctures are 
liable to become the focus of erysipelatous inflammation, which 
may spread and pass into sphacelus, with disastrous conse¬ 
quences. This mishap is quite as likely to follow needle 
punctures as incisions, and after trial of both plans, I prefer 
the latter. One or two cuts with a lancet should be made 
lengthwise in the calf of the leg, or one of them may be placed 
on the dorsum of the foot. The incisions should be three- 

* Half w dunce of the root infosed in two pints of water was the dose with 
which Eayer usually began ; this was gradually increased to one and onesoid 
a half ounces. The dried root makes a less acrid Infusion than the fresh root, 
of which a smallor. (juantity must be used (Mai. d. Beins, ii., p. 152). 
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quarters of an inch long, and penetrate fairly into the subcu¬ 
taneous tissue. To preyent eiysipelas the following directions 
should be carried out: the incised member-should be wrapped 
in hot, moist flannels; these should be changed frequently—at 
first every two or three hours. At every change, the legs, and 
especially the incised parts, should be thoroughly sponged with 
warm water, and the flannels which are soaked with the dis¬ 
charge should be completely cleansed before they are reapplied. 
Traube recommends that the incisions be frequently washed 
with chlorine water. Under such precautions this treatment 
maybe carried out with safety—always with great relief at the 
time, and sometimes with prolonged advantage. 

In those cases which are characterised by a copious flow of 
urine (contracting kidney), dropsical effusions, if present at 
all, are usually slight and partial; and their existence depends 
chiefly on the watery state of the blood, and the lowered 
tonicity of the blood-vessels. In these cases, diuretic and 
cathartic remedies avail little to diminish the oedema ; better 
results are obtained by ferruginous preparations, tonics, and 
mineral acids. If the patient’s general health can by these 
means be effectually improved, the serous effusions will not 
delay their disappearance. It is in cases of this class likewise 
that change of air, or even a sea-voyage, may be recommended, 
provided always that the disease be not too far advanced. 

The treatment of hronehial catarrh and secondary inflamma¬ 
tions requires to be undertaken with a remembrance of the 
primary mischief. Mercury and blood-letting are inadmissible 
—the former (unless in the most guarded way) on account of 
the peculiar susceptibility of the system in Bright’s disease to 
mercurial preparations, the latter on account of the deep 
undermining of the strength which has already taken place. 
Internal antiphlogistics—aconite, digitalis, and antimony— 
may be freely used; also external applications—chloroform 
epithems, hot poultices, dry cupping, &c. 

The dyspeptic symptoms are readily controlled in the early 
periods by a careful revision of the diet, and the use of vege¬ 
table bitters, prussic acid, and antacids. When obstinate 
vomiting of uraemic origin sets in, it is very diflicult to 
subdue; creasote, morphia, and ice permitted to melt in tlie 
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mouth, are the most eflFcctive remedies. Diarrhoea of similar 
origin must be combated by acetate of lead, opium, and 
sulphuric acid. 

When uratmic, symptoms show themselves, renewed efforts 
should be made to increase the flow of urine, and to awaken 
the vicarious activity of the skin and intestines by the mea¬ 
sures already described. If coma and convulsions have actually 
seized the patient, further energetic action is demanded. 
Fi’erichs, consistently with his view that carbonate of ammonia 
is the actnal poison in these cases, recommends a treatment 
designed to neutralise the free ammonia, and reduce it to a 
state of innocuous combination. He directs chlorine (which 
may be inhaled in the gaseous state or taken dissolved in 
water) and the vegetable acids to be taken internally, the 
body to be sponged with vinegar, and vinegar to be used in 
injections. 

During the convulsive paroxysm, chloroform inhalation is 
the most prompt and ready means of controlling the spasms. 
When the uraemic paroxysm begins with drowsiness and 
gradually psisses on to insensibility, or when convulsions occur 
only as breaks in a continuously comatose condition, chloro¬ 
form affords no prospect of relief. 

At the time when Bright, Christison, and Eaycr published on 
this subject, everything in the shape of an apoplectic or con¬ 
vulsive seizure was the signal for immediate and copious vene¬ 
section ; it is not surprising, therefore, to find in the cases they 
recount that free and repeated bleedings are almost invariably 
chronicled in the next sentence to that announcing the advent 
of the urasmic paroxysm. Dr. Eichardson has recently advo¬ 
cated the same plan. The immediate effect is, unquestionably, 
in a large number of cases, to relieve the insensibility 5 con¬ 
sciousness sometimes returns as the blood flows. But the in¬ 
discriminate use of this powerful remedy is the surest way to 
bring it into ultimate disrepute. A distinction should be 
drawn according as the renal disorder is acute or chronic, and 
according to the strength and general condition of the patient. 
It must be borne in mind that an impoverished and watery 
state of the blood is an effective factor in the generation of 
m'mmic phenomena, and that a blood-letting, though it may 
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relieve a present attack, increases the predisposition to future 
attacks. In the uraemic coma of acute Bright’s disease, and in 
certain classes of puerperal eclampsia, the blood is as yet not 
materially impoverished, and the type of renal mischief is one 
that gives full hope of eventual recovery, v?hile the attack itself 
is of extreme danger. In these, venesection—free, and even 
repeated—is decidedly and urgently demanded. But the matter 
stands otherwise when the renal mischief is chronic and incur¬ 
able. The attacks themselves are not so imminently dangerous 
as when occurring in the acute form of the disease; patients 
frequently survive repeated unemic paroxysms without the aid 
of venesection; the blood is commonly thin and poor; and 
lastly, there is not any prospect of ultimate recovery. Under 
these circumstances loss of blood is more likely to shorten than 
to lengthen life. Further, as Christison remarks (speaking of 
advanced renal mischief), when the torpor becomes consider¬ 
able the removal of blood seems of little or no use. In some 
of the cases reported by Bright, death occurred from coma on 
the very day of free and repeated venesection. I can only con¬ 
ceive of two contingencies in which withdrawal of blood, in 
<iuantity, is justifiable in chronic renal disease ; one is, when 
coma comes on rapidly in a person whose constitution is not, 
as yet, seriously deteriorated, and whose prospects of life (ab¬ 
stracting the uraemia) may extend to many months or some 
years; the other is, when there is a necessity for temporary 
restoration of the faculties paramount to the general chance of 
prolonging life. 

When the comatose symptoms come on gradually, the 
measures before enumerated should in every case take 
precedence of blood-letting. 
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P URULENT formations in the substance of the kidney 
arise under three conditions, namely: (1), phlegmonoid 
inflammations ending in circumscribed abscess ; (2), multiple 
abscesses from purulent infection ; and (3), occasionally from 
embolism.* 

* Dr. .Tohnson describes another form of “suppurativenephritis,” in which 
pus is produced in the nriniferous tubes by transformation of the renal 
epithelium. Tiiis condition be found associated with the occurrence of 
“purulent casts” in the urine. I have frequently noticed casts of this 
character, but am disposed to expliun their appearance differently. It is not 
very rare in Bright’s disease, to find, in the urine, cells attached to fibrinous 
casts with dunble or triple nuclei. But this is no more evidence of pus than 
the occurrence of the pale corpuscles in the blood (which are, anatomically, 
indlstinguishahle from pus corpuscles) is evidence of pns in the.blood. When 
the renal cells proliferate rapidly, they assume very much the appcaiauce of 
pus corpuscles, and display cleft nuclei. 

The oases adduced by Dr; Johnson are quite inconclusive ; the first (case 28) 
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It is necessary to distinguish between abscess situated in the 
substance of the kidney, and purulent distension of the pelvis 
and infundibula, with ultimate sacculation of the organ (pyo¬ 
nephrosis). These two conditions were coidbunded under the 
common name of “ abscess of the Mdney,” until Eayer pointed 
out the distinction between them. 

1. Phlejimonoitl abscess is nearly always confined to one 
kidney. It may be due to external violence (blows or Iklls on 
the loins), or to inflammation and suppuration round a calculus 
or calculi lodged in the substance of the gland, or it may arise 
as a sequence to suppuration of the lower urinary passages. In 
the last mentioned cases the abscess is generally due to exten¬ 
sion of the inflammation by continuity of tissue along the 
straight ducts of the pyramids; sometimes, however, where 
the primary inflammation is confined to the bladder or urethra, 
the connection of the two (pyaemia being absent) is difficult to 
explain, except on the obscure idea of sympathy. An abscess 
formed in any of these ways may involve the whole kidney in 
destruction and convert it into a bag of pus. 

An abscess of the kidney generally opens into the pelvis of 
the organ, and its contents are discharged by the ureter. This 
is by far the most favourable issue. Sometimes the pus works 
its way out in other directions; it may penetrate the tunica 
propria posteriorly, and be evacuated in the loins; and recove¬ 
ries have taken place even after this event, though generally 
such cases prove ultimately fatal. A renal abscess, more rarely, 
bursts into the colon or duodenum, and is discharged by stool; 
or it penetrates into the peritoneal sac, causing rapid death; 
in still rarer cases, it has been known to push into the cavity 
-of the thorax and be evacuated by coughing. 


was an example of Bright’s disease complicated with boils ; pysemia followed 
.and metastatic abscesses were found in the kidnejrs and lungs ; the second case 
^No. 20) seems to hare been an example of the mottled white kidney acutely 
developed—complicated with cutaneous erysipelas, but otherwise not unusual 
in its course. In the third case dropsy and albuminuria of sudden onset hod 
come on in an intemperate and gouty man. Dr. Johnson found purulent casts 
in the urine, but ^ter a while they disappeared, and the patient survived 
nearly a year. To apply the term suppurative nephritis to cases like the two 
last is likely to mislead, for they differ nowise clinically from typical Bright’s 
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The symptoms of circumscribed abscess of the kidney are 
pain in tihe affected organ, fever, bsematuria, successive (often 
regular) rigors; and, if the collection be sufficiently large, a 
fulness or fluctuating tumour is perceived in the renal region. 
When the abscess bursts into the infundibula there is sudden 
and copious discharge of pus with the urine—or, if it burst 
into the intestines, with the stools—followed by simultaneous 
subsidence of the tumour. In the absence of fulness in the 
renal region, or of signs of pointing in the loins, the diagnosis 
is necessarily uncertain. Pcrincphritic abscess is sometimes 
accompanied with hsematuria, and other signs greatly resem¬ 
bling those of abscess in the renal substance.* Albuminuria 
is by no means a neccssaiy symptom of suppuration in the 
kidney. It may be wholly absent, or the urine may contain a 
small quantity of albumen. When abscesses of the kidney 
form slowly in the course of suppurating disease of the lower 
urinary passages, they arc usually unassociated with any special 
symptoms, and their existence may not be suspected until the 
autopsy. 

Sometimes the contents of a renal abscess, instead of being 
evacuated, are gradually -inspissated; tlie liquid parts of the 
pus are absorbed, and the residue is dried up into a putty-like 
mass containing shrunken pus corpuscles mixed with consider¬ 
able quantities of phosphate and carbonate of lime. When an 
abscess dries up in this manner it may lie permanently latent, 
and give no further trouble. The destruction of one kidney in 
this way is compensated by enlargement of the opposite healthy 
organ, which is thus enabled alone to carry on the rend 
ftmetion. 

Treatment .—When external violence has been so inflicted 
that there is reason to apprehend suppurative inflannnation, 
the loins should be freely cupped or leeched; absolute rest and 
low diet should be enjoined for several days, and the bowels 
kept open by emollient glysters. The same treatment should 
be followed in principle, but modified to suit the accompanying 
circumstances, if abscess is threatened from renal calculi. 

When signs of pointing in the loins are recognised, they 
should be encouraged by wsmn poultices; and as the pus ap- 
• See a cose by Todd. Clin. Lects. on Ur. Dia., p. 39. 
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proaches the surface it should be evacuated, in order to forestall 
the danger of evacuation by the more dangerous channels of 
the peritoneum or thorax. Too often the original cause of the 
suppuration (impacted calculi or disease of the lower urinary 
passages) is irremoveable, and the evacuation of one abscess is 
liable to be followed by the formation of others, which at length 
exhaust the patient.* 

2. MiUlipU or mfiastatk abscesses .—Secondary abscesses are 
sometimes found in the kidneys, as well as other parts of the 
body, after death from pysemia. The kidneys are, however, 
less Iroquently the scat of such abscesses than the lungs and 
liver. In 2161 autopsies performed at St. George’s Hospital, 
Dr. Chambers found pyaemic abscesses in the kidney 12 times: 
in the lungs 106 times, and 22 times in the liver. Tlie impli¬ 
cation of the kidneys has been found in pyaemia from almost 
every cause—after amputations, lithotomy, lithotrity, and other 
surgical operations, gangrenous affections, carbuncle, glanders, 
variola, cWnic suppurations, especially of the lower urinary 
passages. In four instances Dr. Chambers found the kidneys 
free from abscesses when the pyaemia had arisen from disease 
of the urinary passages themselves. 

The primary disorder (pyaemia) is of such overwhelming 
gravity, that the renal lesion becomes by comparison un¬ 
important. No symptoms are known whereby the existence 
of multiple abscesses in the kidneys can bo predicated with 
certainty during life. A strong probability that such abscesses 
exist, will arise if, with evident pymmia, the renal regions are 


* niustratire cases of abscess of the kidney may bo found (in addition to 
those indicated at the head of the chapter) in the following soncces ;— Lawet, 
1847, i., p. 335 ; 1853, i., p. 32 ; 1^63, ii., p. 69 ; 1873, u., p. 772. Med. 
Times and Oaz., 1854, i., p. 23; and ii., pp. 241, 343 ; 1874, ii. p. 632. 
Med. Oazette, vol. xix., p. 888 ; xxiv., p. 563xxvii., p. 141; riv., p. 252. 
Paih. Soc. Trans., 1849-1850, p. 284 ; vol. v., pp. 178, 179 ; xUi., p. 131. 
Oas. Sebd., 1863, p. 40. DiMin Uosp. Gaz., 1854, p. 147 ; and vol. i. 
p. 121. Med. Gkw. Sev. (1824—1834), new series, lii., p. 81; xix., pp. 
169, 234. Med. Commentaries, vii. p. 41. Med. Pacts and Ohs., vi. Ko. 3. 
Encydt. d. Sc. Med. v. 64, h. 19. Wilson, heels, on dis. of nr. orfjnns, 
bond. 1821, pp. 281, 283. BenneU, Clin, heels., 2nd ed., p. 731. VUieh, 
eUed hy SosensUin, 1. c., p. 287. Southey, Clin. Soc. Trans. 1869, p. 58. 
Surritt, Med. and Snrg. of New OrUans, 1868, p. 620. Uovyh, Amer. 
Jemm., 1870, p. 280, also Arch. Qtn., 1869, p. 348. 
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painful on pressure and a considerable quantity of albumen be 
discharged with the urine. 

Sometimes the secondary abscesses .in pymmia arc almost 
confined to the kidneys, as in the following example:— 

On Jan. 8, 1865, I examined the. body of a man, set. about 45, wlio had 
died in the. Salfoi’d Workhouse, a day or two after his admission, of some 
obsenre disease. The bladder was found thickemid and contracted; the 
mucous membrane softened, red and congested, but not ulcerated. Th(! 
ureters were dilated to the thickness of a large quill. The kidneys were 
enlarged to about twice their natural size, and riddled with hundreds of 
minute abscesses, the largest of which were about the size of a horse-bean 
and the smallest like .pins’ hcad,s. They were distributed through the 
substance of the organs and on their surfaces, mostly aggregated into 
groups varying from the size of a sixpence to that of a florin. Each abscess 
was surrounded with a rwl inflamed areola. Some of those on the surface 
appeared thinned away almost to bursting, and in places, resembled a 
patch of herpetic eruption. Not one of these abscesses had opened into 
the infundibula ; and if pus had made its way into the ureter from the 
kidney it must have drained along the uriniferous ducts. Oh section it 
was seen tlrnt the little abscesses displayed a general tendency to range 
themselves end to end, in lines following the direction of the ducts of the 
pyramids. 

There was about 8 oz. of urine in the bladder: it deposited, on standing, 
an abundant sediment of pus; it also contained a good deal of albumen— 
more than the jius accounted for. Careful examination failed to discover 
casta of tubes of any sort. 

Both lungs contihned a few secondaiy abscesses; there was abundant 
recent pleuiisy on both sides. The right hejirt was somewhat dilated; 
otherwise the oigan was healthy. The liver was healthy. 

The pyniinia in this case appeared to have arisen from chronic cystitis. 

3. Rmal Embolisin .—It was well known to Eaycr that rheu¬ 
matic endocarditis was sometimes attended with the formation 
of numerous deposits of a yellow colour in the kidneys, which 
he considered to hayc the nature of plastic lymph. He de¬ 
scribed and figured such cases under the designation of 
“ nephrite rhumatismale.” * But it was not until the doctrine 
of embolism was worked out by Kirkes, Virchow, and others, 
that the real nature of these lesions was understood. 

The loose fibrinous vegetations which beset the aortic and 
mitral valves in endocarditis are apt to be detached, and swept 
away with the current of blood into the arterial system, and 
to be finally impacted in some small artery in the brain, 
* Bayer, 1, c., t. u., p. 73. Atlas, pi. v. 
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kidneys, or other part. Btit it is not solely in endocarditis 
that such masses are dislodged and carried away. The same 
may happen in atheromatous erosions of the valves and aorta; 
or a portion of the fibrinous lining of an aneurism may be 
detached and whirled away to the kidneys and other places.* 

The effect of the lodgment of plugs or emboli from any of 
these sources in the arteries of the kidneys varies with their 
magnitude. Small emboli ei ther do not produce any appreciable 
symptoms, or they merely occasion a dull uneasiness in the 
renal region; and their existence is only ascertained by in¬ 
spection after death. But if one of tlie larger arteries is 
plugged U 2 ), not only does the occurrence produce symjjtoms 
rcfcrriblc to the kidneys (sudden .acute jiain in the loin shooting 
down the ureter), but it may, under favourable circumstances, 
even be diagnosticated during lifc.f 

In three cases of embolism described by Kirkes (in which 
death ensued from softening of the brain, consequent on ob¬ 
struction of one of the main cerebral arteries, by a fibrinous 
plug derived from warty vegetations on the valves of the left 
heai't), the kidneys were the scat of numerous masses of yellow 
deposit surrounded by red areolre. An injection thrown into 
the renal artery did not i)enctrate in the least degree into these 
yellow patches. The further researches of Virchow and Beck¬ 
mann have added some particulars to the description of Kirkes. 
The yellow spots are situated almost exclusively in the cortical 
substance ; they are frequently wedge-shajjcd, with their bases 
bulging underneath the tunica jwopria, and their apices pointing 
toward the infundibula. They vary in size fi’om a hemp-seed 
to a hazel-nut. At first they look like red haemorrhagic patches; 
in the centre of each there soon appears a yellow spot. This en¬ 
larges by cell-growth, and either softens in the centre (breaking 
down into a fatty <fdftnVmore rarely into genuine pus) or finally 
contracts into a cicatricial remnant, with destruction of the 
adjacent secreting tissue. It is necessarily a matter of extreme 
difficulty to demonstrate the existence of obstructions or plugs 
in the minute vessels at or near one of these yellow spots, and 

• See Uie liistoiy of a case of aortic aneurism, by Murchison and Moore, in 
voL xlvii. of the Med. C!hir. Trans., p. 129. 

t Such a case is related by Traube, 1. c., p, 77. 
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some doubt yet bangs over the demonstration. Wlien one of 
the main branches is obstructed, the embolus is more easily 
discovered, and the appearances are scanewhat different. The 
first effect of cutting off the arterial supply of a considerable 
section of the kidney is to produce intense hyperaemia of the 
surrounding parts, which results in rupture of the Malpighian 
capillaries and efiusion of blood into the surrounding tissue. 
In this way a wedge-shaped apoplectic area is formed, em¬ 
bracing the whole thickness of the organ. 

As a rule, the effects of embolism in the kidney are of very 
slight clinical importance ; they pass by in the immense ma¬ 
jority of cases, without recognition; their occurrence is always 
secondary to some much more grave primary disorder, which 
altogether dominates the prognosis and treatment. Sometimes 
the larger ones go on to suppuration, and, still more rarely, to 
gangrene. 
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l^ORBID ANATOMY .—Inflammation of the pelvis and 
calyces of the kidneys, or pyelitis, may be acute or 
chronic; it may involve the two sides, or he confined to one. 

In acute pyelitis the mucous membrane is injected; some* 
times minute ecchymoses dot its surface, and blood may be' 
effused on it; the epithelium is mor^ or less freely shed, and 
.at a later period pus is formed. In rare cases, the surface is 
lined with false membranes (diphtheritic pyelitis) which are 
liable to be detached, and to block up the ureter. 

In cJironk pyelitis the mucous membrane has a dead-white 
colour, sometimes grey, or, slate; either it is not at all injected 
or it is traversed by dilated veins. The membrane is also 
thickened, and the pelvis and infimdibnla are dilated. This 
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dilatation, as it proceeds, encroaches more and more on the 
suhstanco of the gland : first the papill® are flattened or 
obliterated; next the pyramids, and finally the cortex are 
gradually annihilated, and the organ is wholly excavated (or 
sacculated) *and transfonned into a multilocnlar pouch filled 
with pus. llaycr describes and figures examples in which the 
pelvic membrane was studded with minute vesicles resembling 
sndamina. 

When the disease .is due to the lodgment of calculi, ulcera¬ 
tions may exist on the mucous membrane, and sometimes these 
have been known to lead to perforation, with effusion of pus 
and urine into the surrounding cellular tissues, or into the 
intestines or peritoneum. These accidents usually occur after 
sacculation and dilatation of the kidney have taken place, but 
sometimes when the organ does not transcend its ordinary 
dimensions. 

When the pus and urine lodged in an excavated kidney fail 
to find a free exit through the ureter, from blocking up of its 
channel by a calculus, a clot of blood, thickened pus, tuberculous 
or cancerous (h'brk, &c., these fluids accumulate behind the 
obstacle, and distend the organ into an abseess-like cavity 
(pyonephrosis), which sometimes forms a palpable tumour in 
the flank. The matter so incarcerated may open a way for 
itself in any direction—backward through the loin; downward 
along the psoas muscle into the iliac fossa, or under Poupart’s 
ligament; upwards into the bronchial tubes, though this is 
rare i more frequently it penetrates into the duodenum or 
colon ; or lastly, into the peritoneum. 

In the cavity of the inflamed pelvis there are often found, in 
addition to pus and urine, blood, urinary calculi of various 
shapes and number, calcareous crusts, hydatids, tubercle, 
cancer, or whatever other foreign or adventitious matter may 
have been the cause of the inflammation. 

If the urine remain acid, uric acid and the urates may bo 
precipitated in the interior of the pelvis; but if it become 
ammoniacal, as it commonly does in advanced cases, the mixed 
phosphates are thrown down. These are sometimes produced in 
great quantity, and mingling with the pmrulent contents of the 
sac, thicken the whole into a semi-fluid mortar-like substance. 
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In other cases, the phos23hatic matter forms incrustations, whicli 
adhere in places to the walls of the carity, or lie loose as friable 
concretions. Sometimes, again, the cxcarated organ, instead 
of forming a tumour (or as a subsequent stage to such tumour), 
slowly contracts, until at length it is reduced to a shrivelled 
pouch weighing only a few drachms. 

In other instances, the pus is gradually insijissated and 
impregnated with mineral matter (carbonates and idiosphates 
of lime and magnesia) until it is converted into a putty- or 
chalk-like material, which fills up the compartments of the 
sacculated kidney. Sometimes the fibrous septa which sej^arate 
the compartments are extensively calcified. In an e.\ample of 
this kind (exhibited by Dr. John Mcdd to the Manchester 
Medical Society) which was handed to me tor examination, a 
saw was required to cut the kidney across, and a luecc of one of 
the bony septa which was ground down displayed, under the 
microscope, the characters of tiue bone, though in a rudimen¬ 
tary stale. A fine specimen of similar transformation is pre¬ 
served in the museum of the Manchester Infirmary, of which the 
drawing on the next page (Fig. 58) is a representation. 

It rai'ely happens, in cases of chronic jiyclitis, that the other 
parts of the urinary apparatus are free from disease. The most 
common combination is chronic cystitis with dilated, thickened, 
suppurating ureters. The substance of the kidney, or what 
remains of it, is likewise involved at length in a degeneration 
of the nature of chronic Bright’s disease ( 2 )yclo-ncphriti.s); and 
if both kidneys are affected, the usual symptoms of that dis¬ 
order present themselves—general anasarca and characteristic 
changes in the urine. 

Eliolotjif .—The symi)toms of pyelitis, and the varied acci¬ 
dents which it may jjresent during its course, whether acute or 
chronic, hare so direct and intimate a connection with the 
cause of the inflammation, that practically it is necessarj' t(j 
couple the description of the different species of pyelitis with 
an etiological condition. This is so far true that the designa¬ 
tion, pyelitis, expresses nothing more than an anatomical fact. 
As a nosological heading it includes numbers of cases which 
have little real clinical affinity. In a certain number of cases the 
inflamm ation of the pelvis and its appendages is an important. 
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perhaps the most important, feature of the patient’s com¬ 
plaint ; but in the majority of cases pyelitis is a subordinate 



f'hJ. TiK A «U‘culaU'd ki<liiey laid oih‘I» : tho eavitifsJ filled with v, solid 
liutty-Uke matter. 


and often insifpiifieant incident in the history of some grayer 
disease. Pyelitis may arise under very varied conditions, 
viz.:— 

(1) From over-doses of turpentine, cantharides, and other 
stimulating diuretics. 

(2) .Some degree of pyelitis usually accompanies both acute 
and chronic Bright’s disease and diabetes. 

(3) Certain general diseases are sometimes complicated with 
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a degree of pyelitis—typhus and other eruptive fevers, pyajinia, 
scurvy, diphtheria, cholera, carbuncle, &c. 

(4) From mechanical irritation produced by the presence of 
a foreign body in the pelvis of the kidney or infundibula— 
urinary gravel and calculi, hydatids and other parasites, blood- 
clots, cancerous and tubercular deposits. 

(5) From stagnation and decomposition of the urine in the 
pelvis and infundibula. Simple stagnation of tlie urine (with- 
. out decomi)OBition), from an obstruction in the ureter, usually 
causes only dilatation (hydronephrosis); but if it occur suddenly, 
the pressure of the dammed-up urine may excite acute pyelitis.* 
Severer inflammatory changes occur if the stagnant urine 
becomes decomposed, and its urea converted into carb. am¬ 
monia. It is probable that the intractable, generally fatal, 
pyelitis which sometimes follows pregnancy arises in this way. 

(6) From extension upwards of inflammation from the 
bladder. This is a frequent cause of the worst forms of 
pyelitis. In whatever manner cystitis may have been engen¬ 
dered—whether by a urinary calculus, enlarged prostate, 
fungous or tuberculous disease of the bladder, or stricture of 
the urethra—it cau scarcely persist in intensity for a lengthened 
period without producing some or all of the following conse¬ 
quences :—dilatation and suppuration of the ureters, pelvis, and 
iniiindibula, suppuration extending into the straight tubes and 
intertubnlar spaces with formation of scattered abscesses, and 
ultimately sacculation of the kidneys and destruction of the 
renal tissue. The term “ surgical kidney ” has been infelici- 
tously applied to this series of chmiges by some recent writers. 

(7) From cold and unknown causes. It is very rare that 
pyelitis is not secondary to some antecedent morbid process or 
mechanical irritation; but now and then cases are met with, in 
which pyelitis exists without any definite antecedent to account 
for it, as in the following example :— 

In March, 1857, I admitted into the Manchester Inflniiary a man greatly 
emaciated, with hectic symptoms. The urine contaiuwi a krge (juantity 
of pus; its reaction was acid ; it contained no casts of tubes, nor wore 
albumen than the pus accounted for. The patient stated that his water 

* See a case reported by Brunner in the Verhandl. d. phys.-med. esellsch. 
in Wiiiib. viii p. 140. 
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hiwl bocii milky for moic than a. yaiir, niiil that his health hail hoon 
{p aihially failing for ahont the wiiiie time. He hml never passed any gravel, 
nor had he ev'er snffeivd from nephritic colic. As far as he knew, the mine 
laid never heen Moody. He attrilmtcd his comjdaitit to the nature of his 
occnjiation, nhie.Ii nns to mannfaeliire bichromate of'])Ota.sh. He died 
eleven days after admission. At the autopsy the thoraiic organs were 
found jKTii'etly healthy, as were, also the liver, spleen, and intestinal tract. 
AVlieii the Mnilder was mx'iied, some injection of the mucous nicnihi’ane 
was lound, hill it was not thickened, and the viseus was not contracted. 
Hotli ureters were dilated to about double their usual size, and tilled with 
jHis. The two pelves and the infundibula were enlarged, and their lining 
membrane n]KU(ue, and bathed in pus. The kidneys pn*sented very slight 
signs of disease ; the jsipilhe were flattened and.yellowish, as if they con¬ 
tained ]ius within their ducts ; the reniainder of the renal tissue, ajipeaivd 
healthy. No foraign body was detected in either pelvis, and the jiath of 
the urine was free throughout. Death could only be attributed to the 
long-eontinue.d exhausting puralent disehaigis which had licen allowed to 
go on withoutVu att.eni)>t to check it until within eleven days ol'his deatlu 

Symptmu .—The symptoms of pyelitis arc compouncled of 
those directly due to the inflamed state of the pelvis and 
calicos, and of those of the primary lesion which is the 
exciting cause of the inflammation. Only the former will bo 
dealt with in this connection ; the latter will be desetibed 
under their appropriate headings. 

An aching pain and sen.se of weakness in the back arc rarely 
altogether absent in pyelitis. The pain may be confined to 
one loin or aficct both, according a.s the disease is single or 
double. Somctime.s, however, single pyelitis is accompanied 
with pain over both kidneys. The pain is increased on 
pressure. 

Symptoms of nephritic colic arc generally noted at one time 
or other, or repeatedly, when the disease is due to the lodg¬ 
ment of a stone. Similar attacks are also common in pyelitis 
from hydatids; somethnes also in tnbercnlous and cancerous 
pyelitis. 

The most important direct ^rmptoms of pyelitis are found 
in the altered characters of the urine. In the early stage the 
urine contains blood (often only in microscopic quantity), 
mneqs and epithelial cells from the pelvis and infundibula. 
The appearance of these last affords the Inost certain diagnostic 
indications. The pelvic and infundibular cells are very irre¬ 
gular, spindle-diaped, tailed, three-cornered, elongated, rudely 
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circular, &c. (see Figs. 23, p. 117, and 55, p. 40(;). The urine 
is usually acid. The quantity of albumen in it only corre¬ 
sponds to the admixed blood and pus. 

In the more adranced stages, the characteristic epithelium 
just referred to is usually replaced by pus, which may be 
discharged in large quantities. The urine is still commonlj' 
acid; but • as the sacculation of the kidneys proceeds, the 
mingled pus and urine are liable to decomposition, and the 
urine becomes ammoniacal. 

If the urinary channels remain free, the discharge of pus is 
constant and regular; but if, as frequently happens, the 
ureter is blocked up by a calculus, a hydatid, a clot of blood, 
a mass of viscid pus, or other deltrif:, the discharge of jms is for 
a while ancsted; and if the disease be confined to one side, 
the mine temporarily recovers its transparency and healthy cha¬ 
racters. 'When the obstacle gives way, 2 ms suddenly ro-ajjjJcars 
in great quantity in the urine. If the distension of the 2 )clvi 8 
have 2 iroccedcd to the formation of a tumour in the Hank, the 
intumescence is necessarily greatly influenced by the foimation 
and removal of such an obstacle. When the discharge of pus 
diminishes, the fulness in the flank increases, and becomes 
painful; when the course of the pus is re-established, the 
tumour suddenly subsides, and the urine becomes again loaded 
with pus. This train of events throws a strong light on tlie 
nature of the case. The sto 2 ipage in the ureter may jiersist 
for varying periods—a few days or a few months—or it may 
2 )rove 2 )ormanent. When both sides are affected the obstruction 
of one ureter diminislies, but does not entirely dissipate the 
2 )U 8 from the urine j the same is also the case when the impedi¬ 
ment is partial. 

Micturition is always more frequent than natural in pyelitis; 
and during the nephritic attacks, it is painful and incessant. 

Rigors are of frequent occurrence, especially when there is 
tumour; they sometimes assume a quotidian periodicity— 
recurring every evening with tolerable regularity. Well- 
marked hectic is often present in the later periods. 

The bowels are frequently disordered. Unmanageable 
diarrhoea usually prevails, induced doubtless by the inflam¬ 
matory adhesions which take place between the dilated kidney 
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and the colon which passes over it. In other cases (when 
there is tumour) the bowels are obstinately constipated, and 
require the frequent use of enemata. This is occasioned by 
the pressure of the tumour on the colon; in one case, related 
by Bright, the descending colon was so contrjactod from the 
pressure of a pyonephrotic tumour, that it was reduced to the 
condition and appearance of a thick cord. 

The occurrence of tumour in the flank is generally a late 
event in the course of pyelitis. This tumour is usually the 
seat of fluctuation, often obscure; and is commonly painful, 
and tender on pressure. It is dull on percussion, except where 
it is crossed by the colon. When the tumour is on the right 
side it is separated from the liver by the transverse colcfi; 
when, however, adhesions form between the sac and the under 
surface of the liver, this sign may be wanting^ The tumour 
is subject, to important variations of size, as already explained, 
according to the open or obstructed state of the outflow from 
it into tlie bladder. In some cases the tumour is so large 
that it extends across the middle line; more commonly it 
amounts only to a fulness in the loin or in the space between 
the crest of the ilium and the false ribs. The outline of the 
abdomen is thus rendered unsymmctrical. 

The ultimate issues of pyonephrosis are diverse; scarcely 
any two cases run a parallel course. The various directions in 
which the sac may burst have already been noticed (p. 456), 
and the sjTnptoms vary ^rrespondingly. But the sac may not 
burst at all, and the patient dies exhausted by the wasting dis¬ 
charge. This is indeed by far the most common termination. 
Or again, things may talcc a more favourable turn; the discharge 
gradually diminishes, and, finally, ceases altogether; the sac 
contracts and dries up, and, if the opposite kidney remain 
sound, perfect restoration to health takes place. Or the ' 
restoration may take place differently: the purulent collection, 
instead of being discharged, dries up into a putty-like mass, 
^d ceases to give further trouble. 

The following abstract of cases will serve to illustrate the 
course and symptoms of some of the chief types of chronic 
pyelitis. Other illustrations will be found in the chs^ters 
treating of parasites, tnbercle, and cancer in the kidneys. .. 
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Case 1 .—DouUc cakuhvn pjelitis. {Dance, jlrehires Gia. xxix., 149.) 

A yonng woman, a-t. 2S, was admitted into the. HOtcl Dicn, Jan. 12, 
1824. She had exiieriene(‘d, two years and a half bcfoiv, a tedious illness, 
which conmiencwl with luem.atum, iiccomjianied by fixed and continued 
pains in the, ivnal n'gion. Subsequently, the urine became turbid and 
purulent; it wjis passed in small quantity and frequently. At the end of 
eighteen months, after tin- application of a large, number of leeches to tin' 
loiu.s, the Jiealth improved. The i-enal ]Mdus gave place, to a liabitnal sense 
oftweight in the loins; the urine, however, continued purulent. Tluv(! 
weeks before, the menstrual discharge was suddenly suppi'e.saed from cold ; 
and wl|^n the patient came under oliscirvation the facie was drawn, the eyes 
siuikesi ; theii; weiv severe abdominal pains ineivased by prc'S-sure : these 
were especially severe in the lumlair region. The uniie was turbid, scanty, 
and voided with isiin. Leeches were freely applied. IJnt oUstinate vomit¬ 
ing came on, and the p.atient dic-d in five days. 

Autopsy. —The kidneys weiv. enlarged to about a third above their ordi¬ 
nary size i their scufaec-s wc‘re nodulated, and unnaturally hard, but pre¬ 
senting here' and there jioiuts of Huctuation. On cutting open the organs 
they were found extensively .sacculated and fidl of pus. The. left kidney 
contained nine calculi, and the right fifteen ; these were lodged in the 
dUaled ealiccs. The proper substance of the kidney was expanded and 
attenuated, but othenvi.sc; healthy. The ureters were ilark coloured, 
marbled on the surfiwc, and their lining membraue tbic.keneil. 

Cask 11.— Ttimone forwd by the left kidney (jitytniephrosis), discharyim 
pus cojriously both by the. urethra and the, rectwii, depending on a laryo 
renal calculus. (ISright, Uk. cit. ji. 227.) 

A man, a-t. 40, first seen by Hr. Bright, April 30th, 1836, had, for the 
last twenty yeai-s, experienced occasional pain in the left side, which be 
^ ascribed to a blow ; he had, likewise, at times, felt pain in pissing urin<.‘, 
which was then turbid with deposit; but about three, months only before 
Dr. B.’s visit, had a tumour been detected ot susjjceted in the left lumbar 
and iliac regions. He was founcl considerably emaciated. The urine was 
neutral, with a very di.sagreeable smell, and contained a large quantity of 
])us with a little blood. The whole quantity of pus passed daily was frem 
four to six omices. 

A tumour existed on the left side of the abdomen de.seending far beloiv 
the mubilicus, hard to the touch, and fixed in the left lumbar and iliac 
regions. It felt smooth and even, and was rather tender at one point. 

X month later (.June l.st) the tumour apiwared' to occupy nearly the 
situation of an enlarged spleen, but Dr. B. thought he. felt the colon pass¬ 
ing over it. Tlie urine passed in twenty-foire hours contained only three 
ounces of pus. The pei-spiratious were profuse. 

June. 6th.—Ho had suffered lately a good deal of iiain in the left side, 
and was evidently feverish ; he was accordingly directed to Iciivc off the 
tonic and nourishing medicines and food he had been taking. 

Jufte 15th.—-Two daji^ after the last visit diarrhera came on, accompanied 
wj^h tenesmus. The tumonr was found now greatly dimuiishedl; and on 
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extunining tlio stools it was evident that a largo quantity of pus was pass¬ 
ing that way. The discharge of pus with the urine was undiminished, but 
there could he no doubt that the abscess in the kidney had ulcerated into 
the descending colon. The patient lived for about six weeks after this; 
liiccup cnnie on and proved veiy obstinate; and pus continued to be dis¬ 
charged both from the urethra and the reetum. 

AuUipity .—When the abdomen i was opened, the left kidney was seen 
oceujiying the siiace from the diax>Kragm to tlie brim of the pelvis, and 
along its whole length passed the descending coloh, much contracted. 
Them was a small ftstulous oixming, not larger than sufficient to admit a 
goosequill, from the sac into the sigmoid flexure of the colon as it passed 
over the lower pirt of the kidney just at the point whore pcculiar'tender- 
ness had bcrai early observed, smd here the intestine looked a little drawn 
in. The ]ms was found to have cscai)ed into the psoas and lumbar muscles 
very extensively. On removing the left kidney, and examining it more 
accurately, it was found to contiun a large cond-formed, lithic-acidd^culns, 
extending its branches into all the cavities of a sacculated pelvis. The 
kidney was full of pus, and in several parts cerebrifoim matter,^as sprout¬ 
ing into the cavities with most luxuriant growth, into which tirits of 
vessels were seen entering. 

Cases of this class, being surrounded with more or less 
obscurity as to the exact state of things within the abdomen, 
are more instructive when the revelations of the ani|opsy are 
at hand to illuminate the clinical history ; but the nature of 
some of the cases which end in recovery, are b6 clearly indi- 
oatjed by their symptoms, that they may be cited with advan¬ 
tage, and without any doubt as to their real nature. 

The following is from Dr. Todd Qoc. cit, case xlviii.)*;— 

Case 111.—A female, ast 26, unmarried. She had been passing pus 
with the urine at least a twelv^onth before admission into hospital, and in 
considerable ai)d constiint quantity. Fob the last five years, she had suf¬ 
fered pain in the loins, i-^rred especially to the region of the right kidney. 
This {laiu varied in fatensity; it was generally dight apd d&, but now 
and then s^'re. Therq had been no symptoms of an acute attack, nor 
itoy lijjors or vomiting. She nevei^ her knowledge, voided blood in the 
tfriue, nor ever pos^ ai|y gravel or calcolos; nor did, she ever seeip to 
have sntfeired from seve^ pain in the directioil of the uretSr. , ^ 

Bather Snore than a twelvemonth before her admission into hospital, 
she was suddenly attacked with letentidi of urine, which lasted twssrty- 
fonr hows; and inrmi^tdy aft^ its cessation, she first hsgao to notice in 
the nrine a sediment, which presented a purulent character. This atttek 
of retention of urine was preceded‘by sHght rigors, but the crmstitutiorral 
disorder was of so mihl a clraraclfr as not to canse^er to He up at afL 

Ifben admitted into hospital, pus was passed daily jrith thp urine to 
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the extent'of two to four ounces j yet there was but very slight ^ncral 
ailment. ^ 

Ob examination, a very large tumour was found situated in the region 
of the left kidney, forming a considerable projection beneath the abdominal 
wall. This tumour, ■ which was three times the ordinary bulk of the 
kidney, was elastic and yielding to the touch, and communicated the sen¬ 
sation of a soft elastic swelling filled with fluid. There was duluess on 
I)ei'cuBsion all over the surface of the tumour, which was smooth, round, 
and free from any notches or projections. ’ 

The tumour was not tender ; the patient could bear it to be handled 
without pain, unless hard pressure were used, when she complained of a 
dull pain. Her most urgent symptom was an occasional cutting pain. 
Inferred to the neck of the bladder, sometimes accompanied with slight 
difliculty of micturition. She stated that ocousionally she had a sensation 
of fulness in the left side, whieh would go off rapidly, os if sometliiug had 
burot, and then there would very soon follow an increased flow of pus in 
the urine. Sometimes a.s much as eight ounces of pus would lie lutssed in 
the twenty-jimr hours. Dr. Todd diagnosticated a stricture of the ureter, 
probably near the bladder, causing backward pressure on the kidney, with 
dilatation and sacculation of the oigati. 

Eighteen months afterwards, the patient presented herself again to Dr. 
ToddL She stated that, on quitting the hospital, slie went to Brighton ; 
there she imjiroved in health very greatly, and the purulent discharge 
gradually diminished. On a careful examination of the side there was no 
trace of tumour ; only a few pus globules could be detected in the urine, 
and it was cmubtful whether these were not derived from the vagina or the 
bladder. 


Casu IV.— Pyow-phroHs from calculus itk the ureter vithout purvleut 
urine. (Howison, Ed. Med. J. 1822, p. fi67.) 

A medical practitioner, et. 25, had severe and protracted nephritic 
symptoms on thh left 8id» at the age of 16. He recovered from this 
attack, but during the tobsequent years he suffered repeated i>aroxysuis of 
loin in the left kidney, extending to the umbilicus, ^o urine was at 
times scanty, and pnee or twice sli^tly tinged uijth blood, %.ut it never 
was observed ijo b§ milky, or to contain anyttiing like mis. ’ 

Bri:wedh Hie paroxysms his health was good; he foTloifed the practice 
of his profession, and underwit a good deal of fatigue. The ihost dis; 
tiuguishing symptom in these paroxystlcjn^ fixed pain, of a gnawing ' 
description, txtend^ from the-ipine towar^dhe uiUbilical re^on, increaseil 
by pressure, even tfie slightest, during the severity of the attack.;^ There 
was habitual constipation, and a mo||^nasa^ sensitiveness to cold. 

His list attack but one ocetdbed m February, 182^; he recovered fmm 
this in about six Wrleks, after being' Wed tg 180 ounces/ He became lusty 
and florid after this attack, and was able tci^ke long journeys in his gig'; 
but riding caused so much pain tho^ he Vas ^liged to give it up. 

About September he.unAlrwent a good d^ff of fatigue ; and it was sup¬ 
posed that he nffeted a good .deaF'of ,pain, frun^eing observed repeatedly 

H n 
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to bend his body forward for relief, although he would not allow it when 
questioned. 

One Thiirstlay evening, towards the end of September, he went to bed 
earlier than usual, complaining of fatigue. He rose next morning at seven 
o’clonk, and bis last fatal attack commenced at eight. The symptoms 
resembled those of the former paroxysms ; there was intense pain in the 
left renal region, and a hardness was perceived when the hand was applied 
to the seat of j>ain, with a peculiar sense of cnqiitation. The symptoms'’* 
became rajiidly aggravated, and, notanthstanding all the means employetl, 
including the abstiaction of blood to the extent of 150 ounces (!), he died 
on the fourth day.* 

Autopsy.—The left kidney and pelvis were found converted into a reni- 
form sac, a foot long, and nine inches broad. The surface of this sac was 
marked ont into tliree lubes. When opened it was found full of a fluid 
resembling pus, mixed with serum. The renal substance had wholly dis¬ 
appeared, except a few small poitions, leaving nothing but a cavernous 
evst, consisting of the projier external membrane of the kidney and its 
internal membrane much thickened. It was divided into throe large 
irregular cells, freely communicating with the dilated pelvis, into the ajicx 
of which the ureter (of its natural dize) opened. The septa between the 
cells wen! haid like cartilage with thickened edges. 

The orifice of the ureter was closely blocked up by a small calculus. 

Case Y.—Stone in the hladder for 10 yearsremoval hythe recto-vcskul 
operation;—death five years after from, pyelUis. 

James H., set. 21, was admitted, under my care, into the Uoyal Infirmary, 
Scpti!mhcr, 1858, labouring under symjitoms of stone in the bladder. On 
sounding, a large conoretiou was forthwith detected. Th6 x>atient stated 
that he had been subject to difficulty and pain in making water since he 
was live years of age. When he came under treatment he was emaciated 
almost to a skeleton, and unable to leave his be<l. Micturition was exces¬ 
sively frequent, the urine ammoniacol, and loaded witli viscid pus. lly 
rest in bed and anodyne treatment, the symptoms diminished greatly in 
severity ; and on the 17th of December ho was judged by my colleague 
Mr. Southam, who now took charge of the case, to be fit for operation. 
‘The stone was removed by the recto-vesical seetion. It weighed oyer 
4.^ ounces, and contained a nucleus of oxalate of lime, overlaid with an 
immense mass of secondary phosphates. ' 

The patient mode a slow recovery from the opeiution. By the end of 
.April, 1859, the fistulous communication between the bladder and rectum 
appeared' closed ; and the patient was discharged m exceUenf health, 
rapidly gaining weight. 

The subsequent history of the case, up to the time of his death, extends 
over a period of five years. Soon sifter leaving the infirmary, the recto¬ 
vesical fistula re-opened, and it never afterwards could be completely 

seems highly probable from the narrative that death was directly caused 
hy loss of blood ; the patidnt insisted on vencsectimi; he tightened the liga¬ 
ture, and hlei himsdf on the night of his death. 
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closed. The general health continued good, and no practical inconvenience 
ainse from the iistnla, until aliont a twelvemonth before his death. The 
purulent discharge with the urine then began to increase ; he lost Hosli, 
and gradually sank in the eai-ly part of 1864. 

Autopsy .—The bladder, ureters, and kidneys were removed dbtire. The 
bladder was contracted and thickened ; the m'eters were dilated to the 
size of a little finger, and were long and tortuous; both kidneys were 
extensively sacculated, but not enlarged, and filled with pus; and tlio 
secreting tissue was reduced to a thin layer of cortical substance scarcely 
half an inch thick. 


C.\SJt VI.— PyeZitis, vnik tumonr—cominy on five Tiundhs after parturi¬ 
tion, — ijnprrorrment. 

n. F., a!t. 83, a married woman, who had had nine children, w.as 
admitted under my care into the Royal Infinnary, on Novemtier SOtli, 
1866. She w'os suffering from a tumonr in the right flank and imruleiit 
urine. 



Hot last child was bom 14 months ago, and five months aAerwards tho 
was suddenly Seized, while scouring the floor, with stabbing pain in the 
right side, just under the costal cartilages. This continued off and on for 
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some time, and kept her to bed for days together at times. Somewhere 
about the same time, she also jxueeived a small lump in the right flank, 
which was paiiifnl on pressure. About three months later she noticed a 
white discl^rge in the urine, and this has continued ever since. She has 
never had rigoie nor pain in micturition. The bowels have been irregular, 
diarrhfea alternating with constipation. 

on admissimi .—The patient was considerably emaciated, with a 
dirtj' sallow skin and complexion. The lungs, heart, and liver presented 
no signs of disease. The abdomen was flaccid and somewhat prominent. 
Ill the right loin a smooth, elastic, globular tumour was felt, which was 
not distinctly fluctuating. The tumour was about as large as a child’s 
head ; it occupied the entire right flank, and extended inwards almost to 
the umbilicus and downwards into tlie right hypochondrium. It was jier- 
fectly iinmorable, and veiy tender on manipulation. The flank was dull 
on jiercussion, but the front of the tumour was traversed by the ascending 
colon, which could sometimes bo distinctly traced over its surface either 
by jMiIpation or percussion. Between the tumour and the hex>atic limits 
a line of clear jxireussion could be traced. (See Fig. 69.) 

The urine was acid, sp. gr. 1020, turbid, with a thick deposit of pus at 
the bottom of the glass. It only contained albumen to a degree corres¬ 
ponding with the quantity of pus. 

The piticnt remained in the infirmary for three wceksi About three 
ounces of pus were dischaiged daily with the urine. In the second week 
of her stay, a febrile exacerbation took place, the tumour became more 
painful, and the temperature rose to 101” in the morning—its usual 
average being aliout 99”. Tlie pyrexia subsided in three days, and this 
was coincident with the discharge of a large quantity of pus. One day. 
she voided us much as eight ounces of pus with the urine. Tlie tumour 
wa.s considerably reduced in size, and iMieamc more flaccid after this, and 
the appetite and strength improveii. The reaction of the urine was 
throughout acid, though often only faintly so. She was discharged, at 
her own request, on Decomlier 23ni. 

Though the correotness of the diagnosis was not, in this 
case, verified by a post mortm examination, it scarcely admitted 
of any ^oubt. The acid reaction of the nrine, and the cor- 
resiiondenoe in the size and tension of the tumour with the 
removal of pus discharged in the urine, together with the 
physical signs, clearly indicated the existence of a pyelitic 
tumour; and it is probable that the origin of it was con¬ 
nected with old pyelitis coming on during the patient’s last 
]iregnancy. 

Cask VII .—PyeUtis ipitk tumour, after parturition,. {BrigMs Memoirs 
on Abd. Tumours, Mew Syd. Soe.p. 212.) 

A woman, set. 30, was admitted into Guy's Hospital, June 13, 1832. She 
had a large abdoniinul tumour. 11 occupied a situation which extended over 
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nearly half the abdomen, not very different from that of a greatly enlarged, 
■spleen, hut running back more completely into the Inmlmr region, and 
there affoiding a tense, somewhat elastic feel. It appeared to he perfectly 
lixed; even when the patient was turned completely on the right side, it 
did not shift its place. It felt as if fixed to the ribs themselves, under 
their margins, which were obviously protruded a little by its bulk. 
Towards the lower juirts, and part icularly below the crest of the ilium, and 
(.lescending towards the pelvis, the enlargement felt much softer and leas 
tense. Dr. B. was at once convinced tliat the tumour dejMuided on a 
diseased kidney, and it seemed likely tliat the softness of the lower }iart 
might arise from a jiortiou of the intestine, which probably was the colon 
isissing over tlie kidney. 

Three years before, tlie patient had suffered for many months from fre- 
(juent micturition, with }iuin and forcing—the urine. l)ciug occasionally 
tinged with blood. Kighteen months after, she was put to bed with a 
living child, and about six weeks subsequrully, she first discovered the 
tumour. Since that, however (nine months before her admission), she had 
home another living child, and about Christmas she begun to {lass con* 
sideiublc quantities of what she considered “ matter ” with tlie urine. 

On admission she was feeble, and looking hectic, with frtM|ueut calls to 
piles urine, and })ain in doing so. The mine, which was acid, coutniued 
pus. Romo days the quantity of pus was very small; but on other diiys 
as much as six or eight ounces of pm'e pus were collected ; and afP'r a 
large dischaige, the tumour was often decidedly reduced for a day or two. 
The bowels were costive. About the 13th of July, chest symptoms set in, 
w ith diarrhoea, imder which she sank. 

AtUopsy .—The tumour proved to be the distended left kidney reaching 
from the diaphragm to the brim of the pelvis. The descending colon, 
contracted like a thick cord, ran longitudinally on the surface of the 
tumour. The tumom' was adherent to tlie colon and the lumbar pirietcs. 
The ilattcned yiaucreas lay across its surface, on its anterior and inner 
usjicct. The ui-eter was thickened, and resembled an artery, but its canal 
was by no means propoitiouably large. It was traced to the bladder, whero 
its orifice formed a yiermanent opening, into which a goose-quill could 
easily have been inserted, and the membrane was tuberculated. The 
bladder was exceedingly small; the uterus natural. The tumour contained 
about a pint aud^a half of healthy, well-formed pus, lodged in cells com¬ 
municating with the pelvis of the kidney, and apparently formed by the 
distended infundibula. 

The right kidney was healthy, as were also the other abdominal 
organs. 


Dvagn/am —(a). Pyelitis without tumour ,—In the first stage 
of the complaint, the presence of the characteristic epithelium 
of the pelvis and calices in the urinary deposit, generally 
suffices to indicate the nature of the disease. When the urine 
has become purulent, these may still be found mixed with the 
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pus corpuscles ; but in more advanced cases this valuable sign 
is no longer available, and the source of the discharged pus 
must be traced by other indications. These indications are 
often more of a negative than positive character. When pus 
is discharged with an acid urine, and signs of disease of the 
bladder, prostate, and urethra, are absent, the primd facie in¬ 
ference is, that it comes from the pelvis of the kidney :• this 
inference is strengthened almost to a certainty, if tenderness 
exist in either loin, or if there be any history of antecedent 
nephritic colic. 

It is much easier to recognise the existence of pyelitis when 
it stands alone than when it co-exists with, and is perhaps the 
consequence of, chronic disease of the lower urinary passages. 
Pyelitis is a common complication of old standing cases of 
. cystitis, enlarged prostate, and urethral stricture. In the 
absence of tumour in the flank it may be impossible, in such 
cases, to arrive at a positive certainty as to the co-existence of 
l)yeliti8. Little help can be obtained from the character of 
tlie urine, because it bears the stronger impress of the vesical 
prostatic or urethral disorder : but a careful weighing of the 
following points will generally lead to a correct conclusion. 
The upper urinary passages are likely to be involved when the 
quantity of pus is very great—two or three ounces or more 
per day ; when, with a large discharge of pus, the urine is 
only feebly ammoniacal; when the loins are painful on 
pressure ; and the febrile movement and the decay of strength 
seem out of proportion to the vesical or urethral mischief; 
lastly, when the latter has been in existence for several 
years. 

{b) Pyelitis with hmour—pt/onqehrosis .—Cases of this class 
do not usually present much diagnostic diflBcnlty. There is an 
elastic fluctuating enlargement on one side of the abdomen, 
occupying the situation of a renal tumour, and a great discharge 
of pus with the urine. This discharge is apt to vary from 
time to time; and the dimensions of the tumour are observed 
to increase aud decrease in inverse correspondence. 

When the outlet from the sac is permanently sealed the 

* For the difignostic eigne of the eoni'cee of pus diecharged with the urine, 
see p. 129. 
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nature of the lumbar tumour is much more obscure. Tt is 
liable to be mistaken for hydronephrosis, a hydatid cyst, a 
IJerinephritic abscess, or an abscess or cyst of the spleen,* 
or lirer. The dis^osis, in such a case, turns first on the 
existence of a tumour presenting the physical signs of a 
renal tumour (see Diagnosis op Cancer of the Kidney) ; 
secondly, on the evidence of fluidity of its contents; and 
thirdly, on the signs that that fluid is purulent (recurrent 
rigors and hectic). 

Prognosis .—The prospects of a patient suffering from pyelitis 
differ greatly according as one or l)oth sides are affected, and 
according to the nature of the exciting cause. 

Double pyelitis arrived at the purulent stage is a disorder of 
very grave consequence, vfhatever may have been its mode of 
origin, and usually proves fatal in the end. When the disease 
is confined to one side, the issue may be favourable, either with 
or without destruction of the kidney. Cases of this last class 
are not infrequent; numerous examples have been recorded, 
in which one kidney has been found, after death from some 
other cause, bearing the marks of previous sacculation and 
suppuration. Sometimes nothin'g is found in the situation of 
the kidney beyond the capsule of the gland tightly embracing 
a urinary calculus ; in others, an empty cellular sac; in others, 
a sacculated pouch completely filled with concrete pus. An 
example is reported by Kussmaul t in which pyonephrosis was 
encountered apparently in an early stage of 

obsolescence. The patient died of constitutional syphilis, with 
lardaccous liver and spleen, and Bright’s degeneration of the 
left kidney. The right kidney was converted into a soft, thick- 
walled tumour, as large as a child’s head, situated in the right 
hypochondrium. It was filled with thick, inodorous pus ; the 
renal tissue had totally disappeared. The sac had contracted 
adhesions to all the surrounding parts. The ureter was ad- 


* GaSe records a case of pyonephrosis in a PortQgacse physician, residing in 
Paris, which was mistaken for a cyst of the spleen. No pus had ever appeared 
in the urine ; indeed, there were no urinary symptoms at any time. Nelatou 
punctured the supposed cyst and withdrew 41 litres of pus. The patient sur¬ 
vived 55'days. (Qaz. des HAp. 1855.) 
t Wiirzb. Med. Zeitechr. 1863, p. 43. 
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herent to the wall of the boc, so that the escape of the pus was 
jirevented. A prolie, however, could be passed along it into 
the dilated pelvis. The disease was evidently of old date ; no 
symptoms (beyond the physical signs of tumour), referrible to 
it were observed during life; and the cause of its production 
i-ould not be clearly made out after death. 

The gravity of pyelitis has a close connection with the nature 
of its original cause. Cancerous and tuberculous pyelitis in¬ 
variably prove fatal; the prognosis is almost equally hopeless 
when the disease is secondary to enlarged prostate, intractable 
disease of the bladder, or urethra. The prospect is more 
favourable, though still exceedingly grave, in cases which 
follow pregnancy, or depend upon renal gravel, calculus, or 
liydatids. 

When pyelitis is secondary to some acute disease (zymotic 
fevers, &c.) it is of very slight consequence, and speedily jiasses 
away with the subsidence of the primary disorder. 

Rupture of the sac into the thoracic or peritoneal cavities 
is speedily latal. Rupture into the intestine generally, if not 
always, proves ultimately fatal; but th(i sac may open through 
the loin with a favourable issue; though this is excep¬ 
tional. 

Treaiimit .—The chief general indications in the manage¬ 
ment of cases of pyelitis arc :—to remove the exciting cause, 
and, secondly, to arrest or control the purulent discharge. 

When pyelitis is secondary to Bright’s disease, diabetes, 
scurvy, purpura, dijAtheria, typhus or other zymotic fever, the 
gravity of the primary disease so overshadows the secondary 
alfcction that the latter rarely demands separate attention. It 
is only in the rare hmmorrhagic examples when the loss of 
blood by the urine becomes threatening, that the internal 
administration of astringents and styptics becomes neces¬ 
sary. • 

Tlie particular treatment applicable to the difTerent species 
of pyelitis will be found described under the several headings 
of COSCRETIOKS IN THE KiBNEY, PaEASITES, TtJBERCLE, 

Cancee, etc. 

The following observations will find their application in 
those cases, both acute and chronic, in which the inflam- 
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mation of the pelvis and mftmdibula is a leading feature 
of the complaint and the source of the more important symp¬ 
toms. 

If the attack be acute, and accompanied with pain in the 
renal region, frequent and painful micturition, bloody urine, 
and- fever, the loins should be cupped to eight or twelve ounces; 
the cupping should be followed up with warm baths and hot 
poultices to the loins. Warm diluents should be freely admi¬ 
nistered. Opium and other anodynes are sometimes demanded 
on account of the intensity of the suffering and evidence of 
spasm of the ureter. 

In chronic cases, when the secretion of pus is profuse, the 
efforts of the practitioner must be directed to lessen the 
discharge, and to bring the renal tumour, if there be any, 
to a state of contraction or of obsolescence, and through¬ 
out to. keep up the general health to the highest possible 
standard. 

Among the remedies which are available to cheek tlie 
discharge of pus are, the mineral acids, alum, vegetable 
astringents, tincture of cantharides, balsamic and torebinthinc 
substances. These last ai-e only applicable when the disease is 
thoroughly chronic, and a stimulant to the mucous membrane 
is required. 

The metallic astringents have also been occasionally em¬ 
ployed with success, when other means have I'ailcd. Hosier 
relates the following instance of the good eli'ects of acetate of 
lead, in a case of uncomplicated i)yelitis arising (presumably) 
from cold:— 

David G., a-t 19, cutler, came under tifiatment in August, 1861. In 
the s]>ring of the year lie had heoii working in a vi.-ry cold ^ilacc, and his 
illness commenced with a smarting jiaiii in x>assiug water. This was 
followed by the ajqxiarsnce of pu.'; in the urine. 'Wlien the case came 
under observatioi), it was quite unconqdicated; the only complaint was 
smarting in making water, and a dcsini to void it about every hour. 
Compression of the urethra caused no pus to appear at the orifice ; the j>iis 
was thoroughly mixed with the urine, giving the latter a turbid apiasar- 
ance. After standing, a layer of pus subsided to the bottom of the vessel, 
about half an inch thick. The microscojie brought to view pus corpuscles 
and various forms of epithelial cells, some of which were fatty. The albu¬ 
men was no more than corresponded to the amount of pus. The reaction 
was acid, and continued so ti^ughout. At first vegetable astringents in 
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(loxes (10 grains of tannic acid thrice daily) were employed ; then 
balsamic remedies in the form of Griffith’s mixtare, &c. ; then alkalies 
(sod. bicarb. 3iii. daily). The quantity of pus remained stationary, in 
spite of all these romudias ; but the smarting in passing water had mostly 
ceased. 

In the beginning of October, the patient complainod for the first time 
of iiain in the right lumbar region. At that time there were blood cor¬ 
puscles in the urine, as well as pus and epithelium. The pus had in¬ 
creased. The alkalies were now combined with the use of warm baths ; 
the blood soon disappearad, and tlie paius ceased, but the pus continued 
undiuiinishid. 

Oil the 1st of January, 1862, the use of acetate of lead was commenced 
in doses of three grains three times a day. At the end of eight days the 
dose was increased to four grains three times a day. The elfcot of the 
treatment on the amount of pus was marked ; on the tenth day the quantity 
was visildy diminished, and shortly afterwards it dLsappeared altogether. 
Sonic months later the patient presented himself again ; the urine was 
found quite free from pus, and the general health blooming. These large . 
doses produced colicky symptoms toward the end of the second week; and 
tlierc was at the sonic time a decided, though not great, dimiuutiqn in the 
(lady quantity of urine., 

The tincture of the scsquichloride of iron has sometimes 
proved of signal service, as in the following example:— 

B. H., a woman, ret. 61, was admitted under my care into the lioyal 
Infirmary, in IX-eombcr, 1862, in a state of extreme weakness and emacia¬ 
tion. On examining the mine it was found acid, loaded with pus mixed 
with some blood. Miotuiition was frequent with smartiiig pain. Careful 
and reficated exploration of the bladder failed to detect a stone. The right 
kidney was jiaiiiful on pressure, and the auamnesis disclosed obscure 
liistury of renal calculus. There was no fulness in the loin. The daily 
quantity of pus was estiiiuited at three ounces. The deposit in the mine 
contained no cellular elements exeejit pus and blood. 

iftlie was first put ou a mild alkaline treatment, with generous diet, and 
six ounces of wine. No improvement followed ; she continued to lose 
ground, and was uuahle to leave her bed; the tongue became dry at times, 
aud syiuptoius of severe hectic showed themselves. The alkalies were 
then diseuutinned ; aud 30 drops of tinctm-e of steel in a wineglass of 
water, administered three times a day ; the wine was increased to 10 oz. 
This treatment was continued for many weeks, aud gr|dual amendment 
set in. Blood disapjioared wholly from the urine, aud the discharge of pus 
was reduced to less thou half au ounce. The geueral health improved pro- 
IKirtionally; and uy^arch, 1863, the imtient was able to leave the hospital 
ill a fair way of retiovery. She afterwards presouted herself among my 
out-patients from time to time for some months, aud steadily gained 
strength. At length she went to her work (weaving), and I heard nothing 
more of her until April, 1864. All her symptoms had returned in great 
severity some weeks before. She declined to comply, with my recommen- 
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dation to enter the Infirmary, und, four weeks after, I heard of her 
death. 

Among the general means designed to keep up the vigour of 
the system, the most important are cod-liver oil, quinine, 
nourishing diet, and, above all, change of air. Sea^sidp 
localities are preferable, and even sea-bathing may be recom¬ 
mended, if the patient’s strengtli permit. 

When renal tumour exists, it is not, as a rule, advisable to 
take any steps •with a view to procure evacuation of the sac 
through the integuments, unless there be decided indications 
of pointing. It must be remembered tliat there is always a 
chance (supposing the disease to be confined to one side) that, 
with rest and patience, the pus may become inspissated, and 
the abscess pass into a permanently obsolescent state ; or that 
gradual emptying of the sac may take place with final atrophy 
of the renal tissue. The advantages of an expectant treatment 
are strikingly illustrated in the following case, recorded by 
Henninger:— 


The patient received a blow on the left Inmbo-renal ii'gioii in 1848. Ob- 
ncnn', persistent, renal pains followed the accident. Three years after, the 
patient had nephritic colic on the left side, which recurred in periodical 
liaroxysms, resembling ague. In 1862, the attacks recurred about every 
three days; they were followed by the discharge of a highly puraleut 
urine. Mixed with the pus were found epithelial ceils and crystalline 
deposits. A tense elastic tumour was discovered in the left bypochondriuin, 
extending as far as the vertebral column. After a paroxysm, and discharge 
of pus with the urine, this tumour was only doubtfully perceptible, but in 
cx]>loiing along the course of the ureter, a body as large as a nutmeg was 
discovered in the iliac fossa, in the track of the ureter. The nature of the 
case was now clearly made out to be calculous pyelitis with tumour. The 
advice of M. Schutzenberger was to establish a fistulous opening in the 
renal region with a view to pro-vidc a safe outlet for the pus, and thn.s 
relieve the neuralgic paroxysms. On consulting with Prof. Sedillot it was 
agreed to wait the progress of events, in the hope that the renal tissue 
would be gradually absorbed, and the kidiicy reduced to a membranous 
pouch, which, on the cessation of the secretion of urine, might eventually 
contract. These hopes were realised. A merely palliative treatment was 
adopted ; and six months afterwards the patient saWj|Bi end to his sull'er- 
ings ; he has continued since in uninterrupted health.* 

There are cases, indeed, in which the distension of the sac 
* Henninger. Thiie de Stranbourg, 1862. 
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1>ecomes bo great, that the peril of rapture into the peritonenm 
exceeds the risk of making an ojicning through the integn 
ments. In such a contingency, the same rules apply as for the 
inincturc of serous cysts of the kidney (see Hydbonephrohis 
—TiiKATMENT) : the Opening should be made in the lumbar 
nigion, where the sac bulges most, and where danger of 
vvoimding the peritonenm is least. 
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C LOSE examination of sections of the kidney sometimes 
reveals the existence of numerons yellowish or brownish 
striaj, running from the papillte toward the base of the 
pyramids. These are due to the precipitation of amorphous 
urates, within the straight canals. This is generally only a 
post-mortem phenomenon : the cooling of the body after death 
diminishes the solubility of the urates, and causes them to be 
pi’ecipitated in the uriniferous tubes. 

In infants dying within forty-eight hours of their birth, sueli 
stri® are almost invariably found (Virchow); they have also 
been found in still-born infants, which have never respired 
(Hoogeweg and Martin). 

A similar precipitation may, however, occur during life, 
and constitute the first link in a chain of consequences which 
leads, eventually, to the production of urinaiy gravel and stone. 
Uric acid and oxalate of lime may also be deposited in the same 
manner, and famish the nuclei of future calculi. Such con¬ 
cretions may be permanently impacted in the uriniferous ducts, 
and render these impervious, and themselveB cease to grow; or 
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they lodj^e in (li,vertieula or pouches connected with the ducts, 
and increase in size amid the renal tisstie ; or, lastly, and most 
frequently, they arc rolled down along the ducts by the stream 
of urine, and deposited in the infundibula and pelvis of the 
kidney ; and.cvcn many thonsands of minute calQuli, formed in 
t his manner, may be encountered after death, in the%) situations 
(see case of J. 11., p. 405). Agglomerations of larger size may 
begin- in the same way, or the precipitation may first occur in 
the infundibula and pelvis. 

In number, size, and shape, renal concretions present the 
greatest diversities. A kidney may contain only one concretion, 
three or four, or several hundreds. In size they vary from a 
pin’s head, or a hemivseed, to a horse-bean; and if a concre¬ 
tion become permanently lodged in the pelvis or its ay)pendagcs, 
it may go on increasing to a weight of several drachms or 
ounces. Such a calenlns is usually moulded to the divisions 
of the pelvis, and assumes various grotesque, branched, or 
arboraceous, forms. 

The nmlomwal chanties produced by renal concretions, are, 
congestion of the kidneys, abscesses, pyelitis, pyonephrosis, 
and hydronephrosis. These are considered under their respec¬ 
tive headings. 

S/imittoms .—The existeno/! of concretions in the kidney is 
usually indicated by on aching pain in the loins, occasionally 
rising into violent paroxysms (nephritic colic). This pain is 
characterized by its tendency to shoot along the course of the 
uixiters down to the testicles and the inside of the thighs; it is 
also commonly attended with a sense of faintness, nausea, or 
even vomiting. The urine, in these cases, is voided with undue 
frequency, often with pain at the end of the penis, and it i.s 
apt to contain blood, pus, and epithelium from the pelvis of 
the kidney. 

The colicky paroxysms are determined by dislodgement of 
the concretion from one of the infundibula into the cavity of 
the pelvis, or from one part of the pelvis to another; but the 
most severe attacks are caused by the passage of it into the 
ureter.. 

The descent of a calculus along the ureter into the bladder 
is productive of very distinctive symptoms. The patient is 
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sndclenljr seized with intense pain in the region of the affected 
kidney, accompanied witfr-a sense of deadly faintness, sometimes 
Avith cramp and sickness. The pain radiates in rurious direc¬ 
tions, l)ut chiefly along the ureter to the bladder, serotmn, end 
of the penis, snid the inside of the thigh. The testicle is re- 
trsicted ; there is incessant desire to make water, but the flow 
of urine is either jtartiiUly or wholly snpitressed. In the former 
c.ase, the urine is high-coloured, often mixed with blood, and 
voided in drops with burning pain. Violent and frequent 
vomiting follows; the skin is covered with a cold sweat; there is 
constant restlessness ; the patient tosses from side to side, and 
assumes in succession a score of different positions in the hope 
of relief. If the sym])toms are not speedily relieved, a febrile 
uiovemeiit is produced, which, sometimes, attaius a higli degi ee, 
with hot skin, quick pulse, and incessant thirst. 

After these symptoms have continued a certain time—it may 
be hours, it may be days—relief <!omes, often quite suddenly. 
The patient feels something drop into the bladder, and, all at 
once, his agony is past. Sometimes, however, the concretion 
fails to clear the .ureter, and becomes impacted in some part of 
its course. In this case, the subsidence of the symptoms is 
more gradual, and less complete. In other, fortunately still 
rarer, instances the opposite ureter has already been rendered 
impervious by the imjauition of a calculus on some previous 
occasion, and the blocking up of the hitherto o])cri channel is 
followed by total anuria, which leads to a rapidly fatal issue 
(see SuppuESSiON ok Uuine). 

Renal calculi are sometimes wholly latent. They rr\ay even 
attain a large size, and destroy extensive portions of the gland, 
without betraying their presence by a single symptom. Or. 
again, renal symptoms may exist for a longer or shorter period, 
and then wholly and finally cease. This latter event may 
occur under two circumstances: either the concretion com¬ 
pletely occludes the ureter, and determines gradual atrojihy of 
the kidney, or it becomes encysted in a lateral pouch or diverti¬ 
culum, and ceases to impede the flow of urine and to irritate 
the mucous membrane. 

The diagnosis of a calculus, or calculi, in the kidney or pelvis 
(except in latent cases) is not generally attended with much 
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difficulty. Tlic locality, distribution and paroxysmal recur¬ 
rence of the pains, with the pyelitiefubaracters of the urine, 
are usually sufficient to indicate the cause of suffering. Neu¬ 
ralgia of the lower intercostal and abdominal nerves sometimes 
presents great severity, and a paroxysmal character. It is 
distinguished from renal colic by the absence of blood, pus, and 
transitional epithelium in the urine. More difficult to dis¬ 
tinguish are tliose cases in which nephritic colic is produced by 
the impaction of blood-clots or hydatids in the ureter; indeed, 
absolute certainty cannot often be obtained in these cases until 
the appearance of gravel, hydatids or clots in the urine sets 
the question at rest. The antecedents of the patient some¬ 
times throw an important light on the diagnosis, and a 
knowledge of the nature of a foregoing attack will furnish a 
key to an existing one. 

In the absence of colicky paroxysms—where the symptoms 
consist only of obscure lumbar pains and slight disturbances of 
micturition, careful and repeated examination of the urinary 
deposit becomes the principal means of arriving at a precise 
diagnosis. If the symptoms be due to calculus, the deposit 
will, in all probability, contain scattered blood disks and 
spindle-shaped, tailed and irregular epithelial cells from the 
upper urinary passages. Tliese may be accompanied with pus 
corpuscles, and minute agglomerations of uric acid, dumb-bells 
of oxalate of lime, or some other form of calculous deposit. 
These unnatural conditions of the urine are intensified by 
violent exercise, and diminislied or altogether suppressed when 
the patient maintains a state of rest. 

The treatment of renal concretions must be modified accord¬ 
ing to the existing symptoms and the anatomical changes which 
may be inferred to have taken place in the kidneys. 

During the paroxysms of renal colic, the remedies indicated 
are warm batlis, emollient enemata, cupping the loins, and, in 
highly sthenic cases, venesection. The dolorous spasm of the 
ureter must be combated by free administration of opium. 
This drug is freely tolerated in cases of this class, and full 
doses should be repeated until the system is plainly brought 
under its influence. When the irritability of the stomach is 
such as to prevent the absorption of the drug, it should be 
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introduced per rectum or by subcutaneous injection. Bella¬ 
donna may be substitute® where opium disagrees. The secre¬ 
tion of the mine should be encouraged by warm demulcent 
drinks; hot poultices should be applied to the loins or ab¬ 
domen, as the local symptoms indicate. 

Change in the position of the patient sometimes suffices to 
dislodge a calculus which lies upon, but has not become fully 
engaged in, the orifice of the ureter. Manipulation of the 
abdomen in the course of the ureters may also facilitate the 
descent of the concretion. Sir James Simpson witnessed relief 
follow complete inversion of the body.® 

In the intervals of the nephritic attacks, or when none 
exist, the treatment must be conducted either with a view to 
dissolve the concretion (see Solvknt Tueatjient of Ukinauy 
Calcxjm) or according to the rules laid doum for the manage¬ 
ment of chronic pyelitis. When abscesses form, or pyo- or 
hydronephrosis is established, the modes of treatment described 
under these headings must be followed out. 

Incising the kidney through the loins, and extracting the 
offending calculi through the wound (nephrotomy), is a method 
of treatment as old as the time of Hippocrates. It is, however, 
not recommended by modern surgeonsj except when suppu¬ 
ration has taken place, and the abscess is manifestly pointing 
in the loins. When such an abscess is opened, exploration 
should be made with a probe, and if concretions are detected 
thereby, cautious endeavours may bo made to remove them by 
suitable instruments (Hevin and Velpeau—Oldfield, These do 
Paris, 1863 ; see also Gaz. Hebd. 1867, p. 767), 

Eilirpation of ihe- kiilneij .—This is an operation which has 
been performed several times in recent years. Eight cases arc 
collected in the “ American Journal of Medical Sciences ” for 
Jan., 1873, p, 277. Six died and two recovered. Another 
case of recovery after excision of an injured kidney is recorded 
by Brandt (Wien. Med. Wocli,,1873, and Ed.Mcd. Jonm., May, 
1874). Dr. Campbell records a case of cystic tumour of the 
left kidney which was mistaken for an ovarian cyst, and ro- 
mo>vcd, together with the kidney, by operation. The patient 
slowly redovered (Ed. Med. Joum., July, 1874). 

* Edin. Med. Joura. 1858—9, p. 76. 
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W HEN any impediment exists to the flow of urine -from 
tlie kidneys the secretion accumulates behind the 
obstruction and distends the parts above. The first eficcts of 
the pressure of the accumulated urine are felt in the hither 
portions of the ureter and the pelvis of the kidney; these parts 
become dilated. Then the renal substance is compressed, and 
becomes partially or wholly atrophied and absorbed; so that 
the organ is at length hollowed out into a pouch or bag, con¬ 
sisting of the fibrous capsule of the kidney. When these 
changes are associated with suppuration of the lining mem¬ 
brane the condition termed pyonephrosis (already described) 
is produced. But in a considerable number of instances the 
obstruction is unaccompanied with* pnmlmit formation; the 
distension proceeds painlessly and gradually. This is the 
case when the impediment arises from some congenital mal- 
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formation; also when it is incomplete, or is established by 
degrees. To this condition the terms “ dropsy of the kidney ” 
and “ hydrorenal distension ” have been applied % but both 
designations have given place to the term hydronephrosis, 
introduced by Eaycr, and now generally adopted. 

Morbid Anatomy .—Some years ago 1 exhibited to the Man¬ 
chester Medical Society a typical example of what may be 
called a fully developed hydronephrosis. It consisted of a large 
membranous bag, 13 inches long by 8 inches broad. It repre¬ 
sented the right kidney of a woman, who, during life, was 
supposed to be the subject of ovarian dropsy. She had been 
twice tapped under that impression, and died of peritonitis 
after the second operation. It proved, after death, to be the 
right kidney and pelvis monstrously dilated. When filled 
with fluid the cyst had a lobed or sacculated exterior, like an 
enormous colon. The ureter was incorporated with the pos¬ 
terior wall of the cyst, and opened obliquely into the dilated 
pelvis, with a valvular arrangement resembling that at the 
entrance of the ureter into the bladder. The channel was 
pervious to a probe ; but the valve-like deformity of its orifice 
(evidently congenital) prevented the free escape of urine. 

On cutting open the cavity a complete fibrous skeleton of 
the kidney was disclosed (see diagi’am. Fig. 60). The pelvis 
was dilated to the size of a large cocoa-nut, and formed a sort 
of atrium, in the interior of which seven smooth rounded 
openings were situated, large enough to admit the little finger.. 
Each of these openings led into a rudely pyramidal chamber, 
the bulging base of which corresponded to one of the external 
lobulations. These chambers were separated from each other 
by strong membranous septa; but they communicated indirectly 
with each other through the openings into the enlarged pelvis. 
Not a particle of kidney substance existed in any part; but 
three flattened fibro-cartilaginous nodules were found imbedded 
in the outer wall of tlie sac. The fibrous membrane which 
composed the pouch and septa was exceedingly tough and 
strong, much resembling the dura mater. The outer membrane 
evidently consisted of the thickened and hypertrophied tunica 
propria, and was continuous with the fibrous structure of the 
dilated pelvis. The septa corresponded to some of the embryonal 

11 2 
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divisions of the kidney ; and the circular openings represented 
the chief divisions of the pelvis. 



From this type there arc many variations. The sac may not 
be nearly so large : it may not exceed the dimensions of the 
healthy organ : it may be even smaller. The chambers vary 
much in depth, and in number; there may be only two or 
three ; or the whole sac may consist of only a single cavity. 
The cyst may be composed in varying proportions of expanded 
pelvis and dilated kidney : sometimes the expansion is almost 
confined to the former, which is transformed into a globular 
swelling occupying the hilus of the kidney. The absorption of 
the secreting tissue is not usually complete. The stagnating 
urine exerts its pressure in the first instance upon the papillae, 
which become flattened, and, as it were, effaced ,- then the 
bodies of the pyramids are compressed and gradually atrophied; 
lastly the cortex is encroached on, more and more, until it is 
reduced to mere islets of reddish tissue on the membranous 
{larietcs; and at length, if life be sufficiently prolonged, 
these disappear, and not a vestige of the glandular tissue 
remains. 

When only one kidney is involved, a compensating hyper- 
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trophy of the opposite organ takes place, a»d the urinary 
function goes forward unhindered so long as the latter con¬ 
tinues sound, and its clianncls of excretion free. There is 
nothing astonishing in this ; but it is very unexpected to find 
that destruction of the secreting tissue may proceed to an ex¬ 
treme degi’ee in bolh kidneys without evoking marked symptoms 
of deranged urine-secretion. A person may apparently exist 
for a time witli tlie two kidneys wholly reduced to mem¬ 
branous sacs devoid of any tubular structure. In Dr. Strange’s 
case, already cited (p. ^07), in which profuse diuresis had 
existed from infancy, not a particle of renal substance could be 
detected in the renal sacs after death, though life had been 
protracted to the age of eighteen years. Another equally re¬ 
markable case is related by Faber.* The subject of it was a 
little boy, who had been ventricose from birth, and in weak 
health. The urine generally presented nothing abnormal; but 
on two or three occasions the boy suffered from severe paroxysms 
of strangury, with symptoms resembling those of stone in the 
bladder. Notwithstanding these drawbacks, the boy was in 
better health in the last year of his life than ho had been for 
the previous four years, and was able to go about. When he 
had reached the age of 5^ years he fell from a chair and died 
suddenly in consequence. The autopsy revealed the following 
state of the urinary organs. Both kidneys were converted 
into largo pouches or sacs, containing no trace of kidney sub¬ 
stance. The renal pelves were likewise greatly distended, and 
the ureters so completely resembled the small intestine that 
tlifi dissector held them several times in his hand in the belief 
that they were a coil of intestine. The bladder contained a 
little turbid urine ; its walls were greatly thickened. There 
was no disease of the prostate, neck of bladder, nor urethra. 
The entrances from the bladder into the dilated ureters were 
sufficiently open. 

In these and similar cases the atrophy of the secreting tissue 
had doubtless been going on slowly and progressively, from 
the time of birth. It cannot be assumed that complete 
sacculation of the kidneys and total absence of renal tissue 
existed from birth ; for, as was pointed out by Bayer, infants 
* Wurt. Correspondeuz-BIatt, Bd. xiL 266. 
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with congenital double hydronephrosis are not viable. Life is 
probably eked out in such cases by the vicarious activity of the 
skin and bowels, which undertake some portion of the depura- 
tivc functions properly belonging to the kidneys. Death 
commonly takes place, in cases of this class, quite suddenly— 
sometimes with violent uraemic phenomena. 

Of 52 cases collected by me, the hydronephrosis was con¬ 
fined to one kidney in 32 instances, and affected both (double 
hydronephrosis) in 20 cases. When the hydronephrosis was 
single, the right side was more frequently affected than the 
left (19 right, and 13 left). 

Hydronephrosis sometimes attains enormous dimensions ; 
and fills the abdomen with a soft fluctuating intumescence, 
reaching from the borders of the ribs to the pubes. Eayer 
cites an instance in which sixty pounds of fluid were with¬ 
drawn from the sac. But the most extraordinary example which 
I have discovered is the following, related by Mr. Samuel Glass 
in the Philosophical Transactions for 1747 :— 


Wary Nix liad liocn T(!Hiarkiiblo all liiT life for the jiic'toruatui’al slxe of 
lier belly. Her iiiolher stated that ber daughter was bora dropsical; but 
■othei^viso sbe proved beallby j and, notwitbstanding tbc steady increase 
in tbe. .size of tbc abdomen, she lived to be near 23 years of age. 

Sbe is described as a tall and woll-)iropoi’tioned woman, except for tbe 
■rmonnous size of ber Isdly; and, for one of so umvieldly a bulk, to have 
been brisk anil active. The menses, wliicb apixiared at tbc usual time of 
life, coutimied regular until within eight Jiioutbs of ber death. Tbe only 
complaint was of a pain oeeaxionally felt in making water. 

On the suppression of tbe catamenia, there succeeded a ceitain amount 
■of dyspiitt'a, loss of apjs'tite, and emaciation, with swelling of one. of tlie, 
legs, and ulcerations. These symptoms gradually increased until her 
death. 

On taking tlic dimensions of her body before lUssee.tion, tbe eireum- 
fei-eniic of tbe. abdomen was found to be just six feet four inches, and from 
tbe xiphoid cartilage to tbe os pubis slio meastu-ed four feet and half an 
inch! Hie cutaneous vessels distributed on the abdomen were remarkably 
large. 

The thorax lieiug laid open, the diaphragm was obseived to be foimbly 
protruded into that cavity. The base of the heart lay under the right 
cbivicio, and its apex on tbe most convex {lart of the diaphragm ; which 
convexity advanced os high as tlie third rib. The lungs were surprisingly 
small, scarcely exceeding in magnitude tliose of a new-born child. When 
the abdomen was opened a vast cyst was displayed, from which 30 gaUons 
of a light, coffee-coloured, limpid fluid was withdrawn. The fluid was 
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not in th(! least fetid. In figure, colour, thickness and iniigiutnde, this 
■enormous bag very much resembled the uteiw of a cow at the end of 
gestation. Tlio whole inside was scabrous, andlooked os if parboiled, and 
here and therc was ohservinl a small ijuantity of a eoficc-coloured sediment. 
< )n the left intei’ior part was tUseovered the orifice of a duct (ureter) which 
opened obliiinely into the (iavity of the sac, mid would easily admit a large 
goose-iptill. From this opening the tube tulvanced about twelve inches Isi- 
tjrecn the membtunes of the Isig oblhjuely n])wards, and towaixls the right, 
from whence it was deftected downwards, and passed between the fold of 
the brotul ligament into the bladder. The. alslominid viscera were thnist 
aside in various diii-ctions. The left kidney and ureter were healthy. 


The fluid contents of hydroncphrotic cysts are generally 
altered urine. Urea, uric acid, as well as the alkaline and 
earthy urinary salts, have been found therein. Prout detected 
urea and uric acid in the contents of a double hydroneplirosis 
from a still-bom infant. Generally speaking, the fluid is much 
more watery than ordinary urineand sometimes the organic 
urinous matters only exist in traces. The fluid may be 
variously coloured; it may contain a little blood, pus, and 
epithelium, and it is nearly always more or less albuminous. 

In two cases the contents of the cyst consisted of a sub¬ 
stance resembling colloid. The first of these is described by 
Dickinson:— 

The. patient was an old woman of seventy. For twelve years .slie, had 
perceived a tumour in the left hy}iochaudrium, whiidi at length filled tlat 
lie.lly. Coustijaition alteruated with diurrhiea. The jsiticnt stated that 
.she. occasionally passed “nasty stulf” by the urethra, and that the tumour 
/liminished in size for a time aftt‘r that occurrenee. She at Inigtli died of 
pneumonia. The left kidney was found converted into a laige. sju! about a 
foot long, divided by septa into compaitmeuts. These eomiKirtnicnts were 
•filled with a gelatinous substance, which, under the microscope, presented 
the usual apiKsaranccs of colloid matter. It lay, however, <]uitii loose in 
the cyst, altogether unattached to the iiarietes. There was no obstruction 
■whatever found in the ureter, nor in any jiart of the urinai’y channels. 
IMckinson supposed that an obstruction—prolmbly from a calculus— 
•e.’cistesl at some previous pirioil, which led t;0 sacculation of the kiiluey ; 
and that the colloid matter was de]io.sited subse<juently. (l‘(Uh. Nik. 
Trans. Vol. xiii. p. 137.) 

• The second case is reported by Prof. Dumreicher of Vienna, 
and is remarkable in many ways ;— . 

A girl of 13 had oliseived a swelling in the abdomen from her tenth 
year. This grew to an euonuous size ; the circumference of Iho ulKlomeu, 
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•which was uniformly distended, measured 44 inches. The peiuussion 
sound was dull, exceirt over a sjiace of four square inches on the left side 
below the navel. Fluctnation was perceived over the swelling. Prof. 
Skoda, under whose care the girl fii-st came, diagnosticated an ovarian 
cyst; but he pointed out-the possibility of a hydronephrosis. The ca-sc 
then iMisscd to the care of Prof. Dumreicher, who, on aocoimt of the 
dyspnoeal distress, jamctured through the abdominal wall, and withdrew 
18 quiuts of a colloidal brown-coloured fluid. The circumference of the 
lielly now fell to 30 inches, and the rtdief to the patient was great. Six 
weeks inter, 16 quarts more were withdrawn ; and an injection composed 
of one ounce of tincture of Iodine, in 4oz. of water, with a drachm of Iodide 
of Pofaissium, was introduce.d into the cyst. This proceeding proved of no 
efl'cet. In about a month 14 quarts more were wacuated, and the injection 
repeated. Severe iodism followed, and continufd for a couple of days. Tire 
patient then rapidly improved, and left the hospital. In about three 
months she returned, larger than ever. The belly now measured 464 inches, 
and the breathing was much embamissed ; the heart’s apexlxiatin the third 
iutersi>acc. In the course of tlie succeeding five months the patient was 
hipped four times, and an aggregate quantity of 37 quarts of fluid was 
withdrawn—making a total, from the beginning, of 85 quarts! The fluid 
citanged character as the tappings were repeated ; it became more and 
more _ mixed with blood, and at length with juis. On one occasion a 
drachm of the crystallized sesquichlorido of iron, dissolved in six ounce.s 
of water, was injected. This was followed by severe symptoms. At the 
last, a fistulous passage into tlic cyst was kept open by an clastic catheter, 
througli which the cyst was evacuated twice daily, and washed out with 
warm water. Notwithstanding these precaution!), the contents of the cyst 
giuw dailj’ more foul, and the patient's strength steadily diminished. She 
died after having been under obsemtion about a year. On opening the 
belly the cyst was found to be the right kitlney enormously dilated. The 
sac was intimately adherent to the liver; and the right lobe of the latter 
was so compressed that it was reduced to half the size of the left lobe, 
rhe cfccum and the end of the ileum were fixed by adhesions to the front 
of the cyst; the rest of the bowels were thmst into the left hypochondrium. 
When opened, the sac was found in some places thin, in others seveial 
lines thick ; it was divided into comportments, of which the parietes 
wore traversed by bi'oad membranous bands in vatious directions, which 
divided the cavities into a number of small loculi In these latter a num¬ 
ber of cysts with yellowish contents were situated. The anatomical cause 
of the distensions was not vciy clearly made out; but it appeared to consist 
in a congenital obliquity of the. origin of the ureter, whereby a valvular 
condition was induced, which impeded the flow of urine. The ureter, 
after its origin in the cyst, ran in a half circle, downwards and backwards, 
intimately adherent to the cyst walls and compi-essed by them. A small 
supernumerary renal artery arose from the aorta a few lines below the 
principal teanch. The left kidney was enlarged, but healthy. (Wiener 
Med. SaXU, 1864, p. 139.) 

The asatomical conditions which lay the fonnda- 
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tiong of hydronephrotic distension of the kidney are exceed¬ 
ingly raried. Out of 52 cases which, were collated for the 
purpose of the present article, there existed congenital malfor¬ 
mation in 20 cases—affecting the kidneys, the ureter, or the 
renal artery. In two of these, a supernumerary renal artery 
crossed and compressed the ureter near its origin ; in four, the 
ureter was congenitally imperforate; in three, the ureter entered 
obliquely into the pelvis of the kidney, creating a valve-like 
impediment, which necessarily increased as the pelvis expanded. 
In a case of double hydronephrosis, observed by myself, the 
details of which follou| the left ureter was greatly narrowed at 
its origin, and passed obliquely into the dilated pelvis; while 
the right ureter, which was perfectly normal in calibre, was 
compressed at its point of exit from the pelvis by an irregular 
branch of the renal artery. In a case recorded by Dr. Simp¬ 
son, the ureters were dilated to the thickness of the small 
intestine in their entire course, except at intervals where 
they were folded on themselves, while their vesical orifices 
were so contracted from thickening of the vesical walls, that 
they barely admitted the stilette of a blow-pipe. In a case 
recorded by Dr. Hare a very curious deformity was found 
in both ureters, which he thus describes;—“ On taking the 
mass (the dilated kidney) in the hands, and pressing very 
firmly, no fluid escaped by the ureter; examining into the 
cause of this, it was found that the ureter, at a little distance 
&om its origin, was coiled on itself—like a turn and a half of 
a cork-screw brought closely together, and that this coil was 
adherent to the lower part of the dilated pelvis; above this 
part, the ureter was slightly dilated; below it, not at all. The 
coils just mentioned acted as a valve-like obstruction to the 
course of the urine, for on gently dissecting away, with the 
point of a scalpel, the tissue which held the coils together and 
united them to the tumour, the retained fluid rushed readily 
out by the end of the ureter in a full stream.” * 

In 13 out of the 20 congenital cases, the hydronephrosis was 
double—that is, it affected both kidneys. Two of these 
perished still-bom, one lived six hours, one thirty, and one 
thirty-six houra, while one died twenty days, and another 

* Med. Times and Gas. 1858,1. 234. 
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between three and four months after birth: but Dr. Hare’s 
patient (just mentioned) survived to the age of thirty-eight 
years; and the remaining four lived for periods varying from 
five and a half to twenty years. We must assume, in these 
hitter cases, that the impediment to the urinary flow was at 
first incomplete (though the malformation was congenital), and 
that its effects were not fully developed until a subsequent 
period, and then probably with extreme slowness. 

In an instance cited by Eayer, the obstruction (congenital) 
was constituted by an imperforate urethra; * the bladder, 
ureters, and kidneys were distended into capacious sacs 
(1. c. iii. 504). 

Congenital hydronephrosis is often • associated with mal- 
fonnations of other organs—imperforate anus, hare lip, club¬ 
foot, &c. 

Of the 32 cases in which the obstruction arose later in life, 
it was due, in eleven instances, to the impaction of a calculus 
in the ureter; and a similar impediment, although not actually 
found, was inferred to have existed at some previous period in 
three others. In five cases, a narrowing or obliteration of the 
ni-eter existed near its origin or its termination, produced pre¬ 
sumably by some past inflammatory or ulcerative process, 
followed by subsequent constrid;ion. In three cases reported 
by Dr. Simpson, the ureter, which was of normal, or greater 
than normal calibre, was compressed immediately above the 
pelvic brim by a thickened tendinoqs bahd of the perito¬ 
neum, apparently the result of old inflammatory action. In 
six instances, the ureters were compressed near iiieir entrance 
into the bladder by a pelvic tumour—^gravid ntenis, ovarian 
cyst, or a cancerous growth: cases of this class are no doubt 
much more frequent than these numbers indicate; but they 
are generally slight in degree, and seldom go on to the pro¬ 
duction of a palpable tumour in the flank.t 

* In a case vbich occurred in the practice of Dr. lUtchie, that of a nude 
child, who died thirty-six hows after birth, an imperforate urethra was the 
obetructiiig cause; the pelvis of each kidney was dilated so as to admit the 
tii)s of two fingers. The kidneys themselves retained the lohnlated chancter 
of the festal organs. 

t Stadfeldt found dilatation of the ureter common in women dying in child- 



ILLUSTRATIVE CASES. 49* 

In a number of the cases collated, a mechanical canse for 
the distension conld not be assigned, or such a cause was only 
obscurely indicated. In some of these, no doubt, a more 
careful inquiry would hare solved the difficulty; but still 
there are cases which must at present bo regarded as mechani¬ 
cally inexplicable. 

Tlie two following cases illustrate in a striking manner how 
a congenital malformation, which, at first, only offered a slight 
obstruction to the course of the urine, comes, step by step, to 
constitute a greater obstruction, and at length produces fatal 
results:— 

T. ict. 20, camo uuJer my care Feb. 28, 1867. He bad been subject, 
from the age of two yeara, to attacks of obstruction of t)ie bowels, con¬ 
tinuing for four or five days, and recurring at uncertain intervals of a few 
weeks or months. During these attacks—which of late hwl been more 
fmincnt and more severe—the abdomen became swollen and tender, and 
ther<! was sickness and vomiting. The condition of the urine hsul never 
attracted any attention. 

When I was called to sec him, he was suffering from one of tluisc attacks. 
The bowels hail not been moved for live days ; tlic abdomen was distended 
and jiuinful, and there was frequent vomiting, which was not stercoraceous. 
The urine was reported to be excecdhigly scanty. 

On the next day (March 1) ho passed only four ounces of urine. The 
characters of this specimen were issculiar. It was mixed with blood, and 
its sp. gr. was only 1008 ; no renal easts were found, but a large number of 
transitional epithelial si^os, such as line the pelvis of the kidney. The 
sickness had ceased, but the condition of the abdomen and the coustil>ution 
remained the same. 

On examining the loins, it was found that there was distinct bulging in 
both lumbar regions ; the bulged portions had an clastic feel and com¬ 
municated to the foigers an obscui’c sense of fluctuation. Both loins were 
dull on percussion, and the dulncss reached forwnnl to a line extending 
from the costal margins to the anterior spines of the crista ilii. 

On the next day—seventh day of intestinal obstruction—ho jiasscd 
three ounces of urine, similar in character to that before de-sciibed. On 
the eighth day, tliere was total suppression of urine. On tlte ninth day, 
copious discharges of ruine took place, amounting in the course of tins 
day and night to more thiin a gallon. The appearance of the secretion 

birth, even when there was no lateral displacement of the womb. In sixteen 
poit-mortem examinations he found such a dilatation nine times ; it almost 
always begins where the ureter crosses the common iliac. Hydronephrosis 
from this cause (puerperal) is much more frequent on the right than the left 
tade. Out of twelve cases, Stadfeldt found it only once on the left. 
(Monatsachr. f. Oeburtsk. 1862, p. 71.) 



492 


HTDRONEPHEOSIS. 


was olmoBt nonual. It was straw-coloured and clear; it contained no 
albumen, and only microscopical evidence of blood. It was only unnatural 
in its spcciilc gravity, which ranged in the different specimens from 1005 
to 1007. Tlie bowels still continued without a passage ; but a sensible 
softening of the abdomen had taken place, and the clastic swelling on the 
left side was very decidedly diminished in size. On the tenth day the 
urine flowed freely, and frilly a gallon was voided before night. It had 
the same characters as the urine passed the pravious day. About mid¬ 
night on tlic tenth day, the intestinal obstruction likewise gave way, and 
an iinniense nuantity of scmi-liiinid freces was evacuated. It was now 
liojasl that sp-edy recovery would—at least for a time—take place ; but 
on the eleventh day the general symptoms were alarming ; no urine was 
sccrete'd, the tongue and teeth became coated with sordes, and the pros¬ 
tration was extreme. On the twelfth day, death took place, preceded by a 
lit of convulsions, no urine having been discharged for sixty hours. 

Auto}>inj.—On opening the abdomen, two soft, lobulated tumours wore 
found, one in each lumbar region ; tbc.so wore the enlarged and sacculated 



Fig. 01. Left IcUliMiy—showing tlie narrowing lit the commencement of the ureter and 
the ohllquity of its entrance into tlie dilated (aliont one*foiir^ the actual 
aiae). 

kidneys. The left kidney was ten inches long by about seven broad— 
the right about a quarter less. To the bulging inner sides of the left 
kidney, the descending colon was firmly adherent by a broad attachment 
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for the space of about three inches. It was hfae tliat the iutesliniil 
obstruction lay; the bowel was contracted at this spot, and tightly 
stretched over the distended kidney in such a rnanner us to prevent 
the free passage of farces. Tire kidneys, ur-eters, and renal arteries 
were carefully dissected out with a view of ascertaining the mcchniiical 
cause of the impediment to the flow of the urine, which protlucetl the 
nrischief. 

On the left side (Fig. 61)^ the renal artery was nomrol in its distri¬ 
bution ; but the ureter presented an anomaly. At its origin from the 
dilated pelvis, the ureter was exceedingly natTowed; its bore was so 
contracted that orrly a fine probe could bo jiassed along it The 
entrance of the irrctcr into the pelvis was also oblique, so that a valve- 
like obstruction was thereby constituted. The action of tliis latter 
impediment was clearly shown when the Sacculated mass, after being 
separated from its coimections, was held in the hand, and subjected to 
various degrees of pressure. With moderate pivssure no urine escaped 
from the out end of the mater ; but when the mass was strongly com¬ 
pressed, the obliquity of the origin of the ureter was for tlio time effaced. 
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tenuon bcctamn great, the obstruction was at length overcome, and the 
contents of tlic site escaped. The lower portion of tite left ureter was 
free from obstniction, and of the usual dimensions. When this kidney 
was laid open, it (with the pelvis) was seen to be converted into one largo 
lobulated sae, filled with urine (sec Fig. 62). The renal substance was 
reduced to a thin layer, varying from a lino to two lines in thickness, 
which formed the outer boundary of the sac. Tliere were no traces of tho 
pyrandds. Tho infundibula and ctdices were enormously dilated, and 
constituted tlie succnlations which gave tho mass its lobular character. 

The series of changes which evidently brought the left kidney to tho 
state in which it was found, were probably something as follows. Tho 
narrouiug at the commencement of tho ureter was doubtless congenital, 
and constituted, from birth, a slight impediment to the free escape of 
urine, and occasioned gradually, in the course of years, by the distending 
force of the accumulating urine, a dilatation of the pelvis and infun¬ 
dibula, and a progressive excavation of the kidney. As the pelvis became 
enlarged and distended with urine, it aciiuired a more globular form, and 
tlie orifice of the ureter was, in consequence, carried upwards and assumed 
an oblique direction, so that an additional obstoele to the escape of urine 
was thereby created, and one which could only be overcome at intervals, 
when the pressure from behind became extreme. The adhesion of the 



Flo. 03. Ili^it kidney (about one-fourth tho actual size), showing the ahuormal 
dietrilmtlon of the renal artery. 

obhm was doubtless an event of later occurrence, and was the consequence 
of irritation and inflammation produced by the intermittent pressnre 
against it of the distended kidney and pelvis. It is quite dear that, when 
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this adhesion had once taken place, temporaiy obstraction of the bowel 
wonld arise whenever the kidney became distended with urine beyond a 
certain point; and that when the increasing accumulation of urine at 
length overcame—in the manner already explained—^the obstacle to its 
escape, the renal sac emptied itself, and the intestinal obstruction was 
also, for the time, removed. In this way may be explained the recurring 
attacks of constiimtion and the manner in which relief was accomplished. 

The right kidney was in the same sacculated condition as the lefi; but 
the destruction had not been carried to so extreme a degree. Tho 
mechanical cause of the sacculation on this side was easeutially different 
from that on the left side. Them was no narrowing of any port of the 
right ureter ; but at its point of exit from the pelvis it was cro.ssed by an 
irregular branch of the renal artery (see Fig. 63). t)n tliis (the right) 
side, two renal arteries arose from the aorta. Tho upper artery, after 
giving off tho supra-i-enal brancli, passed into the upper part of tlie hilus 
of the kidney. Tire lower arteiy divided soon after its origin into two 
branches, of which one passed into tho hilus in the usual way ; but tho 
other branch jiaissed downwards to the lower part of the kidney, and, in 
its coume, crossed in front of the ureter just as tho latter emerged from 
tho pelvis of the kidney. It is evident that tho slight constant pressure 
of this branch produced a certain degree of impediment to tho flow of 
urine, which in ]<rocess of time brought about hollowing and sacculation 
of the kidney. 

The diagnosis was made out in this case with accuracy ; and 
the proposal to puncture the renal sacs was only prevented 
from being carried out by the large discharges of urine on the 
ninth and tenth day of the obstruction. Had such punctures 
been made, however, the relief obtained could only have been 
temporary: the destruction of renal tissue had gone too far to 
leave any hope of permanent cure. 

A young man of twenty, otherwise in good health, had suffered, from 
time to time, from paroxysms of pain, followed by nausea and vomiting. 
On the Srd of February, 1867, he was seized with one of these jiaroxysras, 
accompanied with obstinate constiiration. The vomiting became intrac¬ 
table ; the vomited matters contained blood and sarcina:; and no passage 
could bo obtained bydhe bowels. On examining the abdomen, a doubtfully 
fluctuating swelling was detected in the right flank. The symptoms were; 
attributed to an organic affection of the liver. Under a continuance of 
these symptoms death took place in five days. 

At the autopsy, a bladder-like tumour as large as the fist was foimd in 
the right hypochondriom, situated between tho liver, the colon, and the 
duodenum: it was united by adhesions to the two latter. The colon waa 
not constricted at the adherent spot; but the duodenum was so tightly 
stretched over the tumour that its calibre was almost effaced. The stomach 
waa greatly distended, and filled with a dark-coloared fluid. 
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A closer examination of tho tumour revealed the following;:—It consisted 
of the pelvis of the ri<;ht kidney, greatly distended. The right renal 
artery was abnormally distributed; it divided close to its origin into two 
branches, one. of which ran to the upper, and the other to the lower part 
of the hilus. The lower blanch crossed the ureter near its origin, and 
exercised a ceitain compression upon it. The enlarged pelvis pressed for¬ 
ward between the two branches of the renal artery, in such a manner that 
the drigin of the ureter was drawn beyond tho level of the lower renal 
artery, comiielling the ureter to loop itself round this branch in order to 
reach tho bladder. Thereto was added a thii^ meclianical obstacle, namely, 
tho ailhesiou of the ureter in the iirst })art of its course to the outer surface 
of tho distended jrelvis, for tho space of tlirec-quartcrs of an inch. 

The enlarged pelvis contained ammoniacnl urine, mixed with blood and 
mucus. Thu corresponding kidney was long and narrow, but othcr\visc 
healthy, and scarcely atrophic. Tho loft kidney was natural. (Boogani, 
Arch. f. d. Hon&ndisclte Beitr. z. Naiur und Mcilk. Bd. I., p. 196.) 

The explanation of these appearances seemed to be this:— 
First, the lower renal artery compressed the ureter, and pre¬ 
vented the pelvis of the kidney from properly emptying itself 
until a certain pressure was exerted on its walls by the accu¬ 
mulated urine. This impediment was intensified by the curving 
of the ureter round the lower renal artery. The pressure so 
exercised probably excited inflammation and adhesion of the 
ureter to the outside of the expanded pelvis, and again of tho 
latter to tho colon and duodenum. The symptoms during life 
were thus explained. Tho periodical attacks of nausea and 
vomiting depended on the periodical dilatation of the sac and 
the pressure of it on the duodenum. Evacuation of the sac, 
ivhen the pressure of the accumulated urine reached a sufficient 
height to overcome the obstructions, caused the paroxysms to 
subside. In the last paroxysm tlie resistance prov^ more 
obstinate ; the duodenum liecame altogether occluded—Whence 
the constipation; and the portal vessels became probably 
implicated—determining effusion of blood into the stomach, 
and hsomatemesis. 

Hydronephrosis arises under such a variety of anatomical 
conditions, that its general etiological relations offer, as might 
have been expected, little that is characteristic. No age is 
exempt—not even foetal life ; nor is any especially liable; the 
two sexes, in the cases collated by me, were foimd nearly 
equally represented—25 were males and 23 females; in four 
infants the sex is not mentioned. 
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The symptoms of hydronephrosis depend mainly on the 
nature of its anatomical cause and on the size of the saa If 
the sac be small and the opposite kidney sound, symptoms 
may be altogether wanting; old age may be reached without 
suspicion that one of the kidneys has been changed into a 
membranous sac, and the anomaly may be first discovered at 
the autopsy. 

Generally, however, the distension goes on to the formation 
of a palpable tumour in the abdomen ; and sometimes, as we 
have seen, this tumour attains an enormous size. Setting aside 
the cases which perished still-born, or within a few weeks of 
birth, there existed among the 42 remaining instances 25 in 
which abdominal intumescence was detected during life j in 
19 of these the tumour was confined to one side, in six a 
double tumour existed. 

In its topographical characters a hydroncphrotic tumour 
presents the general physical signs of renal tumour. The 
swelling is situated in the flank ; it reaches backwards in tho 
lumbar region to the spine, upwards into the hypochondrium, 
downwards into the iliac region, and forwards to the umbilicus 
—encroaching on these regions variously according to its mag¬ 
nitude. The colon is usually in front of it; and the small 
intestines are thrust into the opposite side of the abdomen. Of 
the several displacements of the organs on either side I need 
not add anything to what is detailed in the chapter on cancer 
of the kidney, where the general characters of renal tumour 
are fully described. Tho special characteristics of hydro¬ 
nephrosis are its soft undulating feel; an outline, which is 
sometimes distinctly lobulated ; and the evidence of fluctuation. 
There is one peculiarity which is pathognomonic when present, 
namely, the sudden diminution or disappearance of theswelbng 
coincidently with the sudden discharge of a large quantity of 
urine. This sign is not always available but it is sufficiently 
frequently met with to give it an important diagnostic value. 
It occurred in 9 out of the 25 cases in which the existence of 
a tumour was clinically ascertained. 

In Dr. Hare’s case of double hydronephrosis, already alluded 
to, subsidence of the tumour from this cause took place on one 
occasion on the right side, on another on the left side; pre- 

X K 
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senting a succession of events sufficiently puzzling even to an 
acute obsenrer. 

The tumour is usually quite painless, and unaccompanied by 
any inconvenience except from its bulk. Occasionally, how¬ 
ever, tenderness exists over it; and the action of the bowels is 
irregular. When the dilatation arises from the impaction of 
a calculus, symptoms of nephritic colic occur at the time when 
the impaction takes place; or from time to time thereafter, 
if, as is most usual, some quantity of urine still continues to 
trickle past the calculus. Similar paroxysms are recorded in 
two instances where no calculus existed. 

Tlic state of the urine usually furnishes no information: 
in the great majority of cases it is natural; sometimes, how¬ 
ever, it contains a little pus ; but never in quantity. During 
the attacks of nephritic colic it may contain blood; and be 
discharged with great pain, retraction of the testicle, vomiting, 
etc. The history of these attacks sometimes yields an im¬ 
portant clue to the nature of the case. When both kidneys are 
affected, symptoms indicating defective elimination of urine 
(urajmia) necessarily show themselves at length. A hydro¬ 
nephrosis implicating one kidney only may, as we have seen, 
cause little or no inconvenience for many years, even though 
its bulk be considerable. The opposite kidney performs a 
double duty and becomes correspondingly enlarged. An indi¬ 
vidual in this conditionj however, leads an existence of con¬ 
siderable peril: for if anything happen to impede the function 
of the single kidney on which life depends, dangerous symptoms 
necessarily arise. EayCT supplies the following instructive 
example.— 


M. V., let. 64, liiul ex}xirieiiced, at flie age of 22, pain in the right 
renal region, shooting obliquely towards the bladder in the direction of the 
ureter. This pain proved obstinate, and increased more and more; the 
urine was occasionally bloody, and sometimes of a dark colour; the 
patient became jialc and tliin. Little by little the urine cessed to contain 
blood, and re-assumed its normal characters; the general condition was 
perfectly restored ; and for a long series of years M. V. enjoyed blooming 
health. 

About the year 18^, M. V. began to grow stout; the belly became 
remarkably large ; and latterly his great size considerably impeded pro¬ 
gression. 
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On tile 18tli of September, 1884, .M. V. experienced an uncosinesa in 
the aMomen which constraint him to keep his bod; pains wera felt all 
over the abdomen, but especially toward the region of the left kidney. 
This region was tender on pressure; the patient passed no urine ; and the 
bladder was not distended. During ten days M. V. had no desire to void 
urine, and at the end of this period he only passed two glasses of a citrine 
colour. On examining the. abdomen a voluminous tumour was detected, 
extending obliquely from tbc right hypochondrium to the left iliac fossa. 
Obscure iluctnation was felt in the tumour, which was considered to be 
formed by the distended right kidney (this was confirmed at the autopsy). 
The condition grew more and more serious ns the suppression of urine 
continued—^the tongue became covered with a slimy coating; the features 
altered; the nights were sleepless; the pnlsi! failed; hiccup supervened ; 
and the patient expired on the 13th of October, 1834. 

On opening the body the right kidney was found prodigiously distended, 
and converted into a pouch filled with 71b. llox. of a viscid fluid; tlie 
tumour was 16 inches long from above downwards, and 7i inches broad. 
The ureter was dilated at its origin, but soon underwent a sudden con¬ 
striction ; in this strangulated iiart a little calculus could be felt which 
had completely obstructed the duct. Below this obstacle, the ureter 
resumed its ordinary dimensions. The left kidney was considerably 
tumefied and reddened. The pelvis was notably dilated and covered with 
vascular ramifications ; the loft ureter, like the right, contained a small 
calculus lodged five inches below the pelvis. The bladder and other 
abdominal organs were healthy. The state of the right kidney explaincil 
qierfectly the former ailments of M. Y., and death was the consequence of 
the disabling of the solitary kidney on which his life had so long depended. 
{Mai. tics Items, t. 490.) 

Terminations. —Hydronephrosis may terminate in various 
■ways. Tho obstacle may be dislodged, and the contents of the 
sac discharged, without subsequent re-accumulation. If, in 
such a case, a portion of the renal tissue be preserved, the 
organ will be enabled, in part, to resume its function. If the 
distention has been long established, and the secreting tissue 
extensively or totally absorbed, the organ after evacuation of 
the fluid shrivels up into an empty sac. These may be regarded' 
as the most favourable modes of termination. 

I find that out of 40 fatal cases, which supply information 
as to the cause of death, 16 perished from some other disease. 
Nearly all of these were slight, unilateral cases, which were 
latent during life. Five cases of double hydronephrosis 
perished still-bom or soon after birth from abeyance of the 
urinary function. In 19 cases death took place at a later age 
as a direct or indirect consequence of the renal distension. Of 
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these 19, one died wearied out with the hulk of tlie tnmonr 
and dysenteric diarrhoea caused thereby. Mr. Glass’s patient 
died from pressure of the vast sac on the respiratory organs. 
Five cases, in which double hydronephrosis was established 
gradually, died from progressive abolition of the renal function 
—fonr of them with distinct uraemic symptoms, one of whom 
(see p. 492) had also intestinal obstruction duo to c(pi- 
striction of the dokending colon, which had become firmly 
adherent to the hydronephrotic kidney. Two more, with 
single hydronephrosis, died from suppression of urine through 
impaction of a calculus in the opposite ureter. In four 
cases, repeated tapping was followed by suppuration of the 
sac and exhausting hectic: in one. Dr. Hillier’s case, the 
patient succumbed to acute tuberculosis. In another case, the 
second tapping was succeeded by fatal peritonitis. Pressure 
of the tumour on the adherent duodenum, and consequent 
intestinal obstruction, caused death in one instance (p. 495). 
It is remarkable that only in one solitary instance (to bo 
presently cited) was death caused by spontaneous rupture of 
the sac. 

JJiai/HOsis. —The diagnosis of hydronephrosis is certain and 
easy only when subsidence of the tumour occurs simultaneously 
with a sudden excessive discharge of urine, or Avhen trust¬ 
worthy history of such an occurrence can be obtained. When 
this symptom is absent, the recognition of the disease depends 
on the ascertainment of the existence of a fluctuating renal 
tumour, and the absence of the signs of suppuration. 

Hydronephrotic tumours have most frequently been con¬ 
founded wdth ovarian cysts,* ascites, and hydatid cysts. From 
an ovarian cyst, hydronephrosis is distinguished by the presence 
of the colon in front of the swelling, and by the absence of a 
bowel sound on percussion in the corresponding lumbar region. 
Ascites is distinguished, when the hydronephrosis is single, by 

* An intercstiDg case at an attempted removal of on immense hydronephrotic 
kidney, mistaken for an ovarian cyst,—folloo'ed by the death of the patient, 
is regarded in the Archiv f. Klin. Cbir. 1865. The cause of the hydrone¬ 
phrosis was a valvnlar flap of membrane at the origin of -the ureter, which 
prevented the free escape of urine. Another case, in ^rhich the patient died 
on the twenty-second day after the operation, is recorded in the Berl. Klin. 
Wochenschr. vi., 23, 1869. 
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the existence of dulncss in hath flanks: but when the renal 
tnmonr is donble, and both flanks are consequently dull as in 
ascites, the latter condition is recognised by the change of 
level assumed by the fluid when the posture of the patient is 
altered—dulncss from dilated kidneys being fixed in its limits, 
however the position of the patient may be changed. A 
hydatid cyst is generally identified by the escape of .hydatid 
Vesicles with the urine, and sometimes by the presentee of a 
hydatid fremitus. In the absence of these symptoms it may 
be quite impossible to establish the differential diagnosis of 
these two conditions by physical signs, and inferences must bo 
drawn from the commemorative symptoms. It may be of use 
to remember, that while hydronephrosis is not unfrequcntly 
double, a hydatid cyst is scarcely ever so. 

Pyonephrosis is distinguished by the purulent character of 
the urine—actual or historical—also by the existence of more 
severe constitutional sjTnptoms, and especially of hectic and 
recurrent rigors. Circumscribed abscess of the kidney, and 
perinephritic abscess, are distinguished by their more acute 
course, the presence of pain, and the signs of suppuration. 

The although necessarily grave, is less serious than 

in other kinds of renal tumour. When the affection is nni> 
lateral, not only may life be indefinitely prolonged, but there 
is always a chance that spontaneous evacuation of the sac may 
take place, or that the cyst may be punctured with success. 
If the opposite (hitherto sound) kidney show symptoms of 
deranged function, the gravity of the prognosis is immensely 
increased. When both kidneys are affected the issue is un¬ 
avoidably fatal at length; but many years may elapse before 
the atrophy of the secreting tissue, or the completeness of the 
obstruction, reaches a degree incompatible with life. 

Treatment .—If the disease be unilateral, and inferred to 
depend on the impaction of a calculus in the ureter, precautions 
should be taken against a similar occurrence taking place on 
the opposite side. The patient should be directed to keep the 
urine adequately diluted by systematic potation, especially on 
going to bed, and to avoid a too highly animalized diet 

In the absence of this indication an attempt may be made 
to overcome the obstacle or, if that be impossible, to frkcilitate 
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the passage of the urine past it. To this end, the tnmonr 
should be carefiilly manipulated or shampooed, from time to 
time. As the swelling is usually painless, this can be accom¬ 
plished without difficulty. In a little girl of eight, who came 
under my care in the Manchester Infirmary, this treatment 
seemed to be followed by success. She had a soft, obscurely 
fluctuating tumour on the left side of the abdomen, about the 
size of a child’s head, which was considered to be hydrone¬ 
phrosis. This was diligently manipulated in eveiy direction, 
with the aid of a lubricating ointment, on alternate mornings. 
After the third manipulation, she suddenly passed a large 
quantity of urine, and the tumour forthwith subsided, and 
did not again return so long as the patient continued under 
obserration. 

If evacuation cannot be obtained in this manner, further 
interference is not justified unless the expansion of the sac be 
such that its pressure threatens serious mischief. Under these 
circumstances tapping may be resorted to. The following case, 
related by Mr. Thompson of Nottingham, furnishes an example 
of the successful adoption of this plan ; and the reasons set 
forth by the writer for the selection of the spot chosen for 
puncture seem to deserve attention. This case is likewise-the 
solitary instance I have discovered, in which death was caused 
by bursting of the sac into the peritoneum. 

The patient came under Mr. Thompson's observation in May, 1851. He- 
was at that time snflFering from great imin in the region of the left kidney. 
Tliere were considerable enlargement and tenderness on pressure extending 
over the left hyjiochondi-iac, lumbar, and iliac regions. Dulness on per- 
cnsuon also existed in these regions. Symptoms of nephritic colic had. 
existed for a considerable period. Similar symptoms had been observed 
on a pnwioiis occasion, whidi were suddenly relieved after pissing, all at 
one time, more than a chamber-pot full of water, of the colour of jmrt 
wine. On the present occasion, a similar event took place; in about a 
week the sac Itaii entirely emptied itself through the nreter and bladder. 
The symptoms disappeared, and the patient apparently soon recovered. 
In November he began again to suffer from the same symptoms, which 
increased up to Jan. 27tb, 1863. At this time the side was greatly en¬ 
larged and tender. There was an obscure sense of fluctuation, and the 
dulness extended to the right as far as the linea alba; backwards to the 
spine; downwards to the lowest part of the iliac fossa. The or^ns in the 
dicst were displaced upwards. The patient’s sufletings were now so great 
that it was determined to draw off the fluid with the trocar. There was 
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no doubt that the sac contuning the fluid was a dilated kidney, or a cyst 
connected with the pelvis of that organ ; and in either case Mr. Thomp¬ 
son was disposed to select the iuter^ between the two last (floating) ribs 
near their anterior Nctremities at which to introduce the trocar. Mr. T. 
fixed on this spot for the following reasons :— 

1. Supposing the fluid to be contained in a sac having communication 
with the pelvis of the kidney, the kidney would lie behind the sac, partly 
upon the last two ribs, and partly upon the quadratus lumbonun muscle, 
its normal situation upon this side ; and if the instrument were introduced 
at the place indicated, and its point directed a little forward, it would 
penetrate the sac without any risk of wounding the kidney. 

2. If the sac consisted of a dilated kidney, the point selected would 
stUl be the best, as it would be near the part at which the organ began to 
dilate. 

3. It would be beliind the iieritoneum, and therefore thoro would bo 
less risk of wounding that membrane. 

4. If the patient Imd been tapped in front, the trocar must have passed 
through the peritoneum twice ; first, that portion lining the abdominal 
muscles, and second, that in front of the sac; and, supposing no adhesion 
to liave taken place between these two parts, when the instrument was 
withdrawn, some of the contents of the sac might have escaped into the 
cavity of the peritoneum and given rise to inflammation. IJesidcs, there 
would have been more danger of wounding some of the bowels, should any 
portion have become adherent by inflammation between the walls of the 
abdomen and the sac. 

Tho operation was therefore performed between the last two ribs near 
their extremities. An incision was made through the integuments and 
muscles; a small exploring trocar was then introduced; and as there was 
evidence of the existence of fluid, a larger instrument was inserted, with 
its point directed slightly forward, and eight quarts of dark-coloured fluid 
were drawn off. It was a singular fact (which was explained on examina¬ 
tion of the sjjccimen after death), that soon after this fluid was removed, 
the further contents of the sac flowed in tho tutural direction along the 
ureter. 

The patient soon recovered; but it was necessary to repeat the operation 
in December, 1852, when 34 quarts of fluid were extracted; soon after 
which, as before, the sac emptied itself through the natural passages. 

The patient soon got well, and did not require the operation again until 
near eight years afterwards (Marcli, 1860). At this time seven quarts 
were taken away; not long after which the fluid again found its way 
along the natural passage and the patient again made a quiek recovery, 
and remained well until &pt., 1861. When then seen by Mr. T., he was 
auffering from his old symptoms. On the 6th of October he was suddenly 
seized with pain in the abdomen, with difficulty of micturition, cold 
sweats, raind pulse, and an anxious countenance. He went on pretty well 
until the 10th of October, when he suddenly became worse and died. 

The fogt-rMTlem examination revealed intense peritonitis. Three pints 
of dark-coloured water (resembling that found in the sac) were removed 
from the right hypochondriac and epigastric re^ons. The sac proved to 
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lie the distended left kidney—it contained four pints of fluid; a hole was 
discovered toward the left side anteriorly, where the rupture had taken 
place. The descending colon lay before and toward the left side of the 
sac ; the ureter entered the cavity of the sac obliquely through the wall 
of the cyst. This obliquity of the entrance of the ureter offered a pro- 
Imble explanation of the closure of that tube when the sac Was full, 
and the open state of it when the sac was empty. The rupture doubtless 
took place on the Sth of October, when the peritonitis began ; and in all 
probability there was some esca}>e of fluid, but not much, at that time ; a 
fltrther and laiger escape took place on the 10th, after which the patient 
rapidly sank. There was no stone fonnd in the bladder, nor any obstruc¬ 
tion in the lower course of the ureter. (.A. Tlmnpson, Path. Soc. Tram., 
rol. xiii.) 

The early history of the case caused Mr. Thompson to sur¬ 
mise that the patient had formerly voided urinary calculi; hut 
none were ever found. It is quite as probable that the obliquity 
of the entrance of the ureter into the pelvis of the kidney was 
a congenital malformation, and tliat this constituted the real 
cause of the hydroneplirosis. 

Dr. Hillier relates another case of congenital hydronephrosis 
repeatedly tapped, in front, with temporary success:— 

The jHiticnt was bom with great enlargement of the abdomen, simulating 
ascites, for which it was mistaken till he was nearly four ycoi's old. It 
was thou ascertained to bo an euoruious cyst springing from the right 
lumbar region. From its great size it caused difficulty of breathing and 
prevented his walking. The cyst w'as tapped in front, and 102 fluid ounces 
of clear non-albuminous fluid were drawn off, having all the characters of 
dilute mine. Tlie fluid rapidly ro-collected, and on a second tapping was 
fonnd to be albuminous and purulent, but still to contain a considerable 
quantity of urea. Attempts were in.idc to establish a permanent fistula 
anteriorly, and then posteriorly ; but on each occasion the fluid after a 
time ceased to flow. Much irritation and depression followed the several 
tappings, so that the patient’s life sitemed to be endangered. After one of 
the operations a quantity of fluid was passed from the bladder exactly 
similar to that from the cyst, and quite luilike w’hat was usually passed 
from the uretlu-a; a temporaiy communication thus obviously being 
established between the cyst and tlie bladder. When the case was rejmrted, 
the patient had been left without oxmration for some months, and had re¬ 
gained his strength ; but the cyst remained, varying from time to time in 
size, and the urine was often purulent and fetiiL It was presumed that 
there was some congenital malformation of the right ureter wliich rendered 
it liable to occlusion, but admitted, under some circumstances, of the 
passage of fluid. {Brit. Med. Joum., April Sth, 1865.) 

The foUowing is an abstract of the completion of this 
case:— 
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The patient remained under oeeasional obaervation between the above 
date and July Idtb, 18S8, when he was admitted into hospital under Dr. 
Hillicr, suifering from headache and feverishness. During this interval 
he hatl been once tapped, and a quantity of urine-like fluid was drawn off. 
Acute tuberculosis mauifbsted itself, the piithmt gradually sank, and died 
on the 5th of August. On jmst mortem examination, the great distension 
of the abdomen was found to be due to the presence of a laigo cyst, which 
filled the greater itart of the cavity. The cyst, which measnr^ twenty- 
seven inches in circumference over the long diameter, and tweuty-fotur 
over the short one, appeared to take the place of the right kidney—the 
supra-renal capsule, apparently normal, being attached to it. The ureter 
prof^eeded from the lower part of tin- cyst, to which it was attached for 
about an inch; the orifice of the ureter at its vesical extremity was found 
smaller tlian usual. AVhon a small dressing probe, which was with difli- 
cidty passed up the ureter, rcaidicd within tw’o inches of the cyst, mid 
was tlicn withdiuwn, lliiiil could Im squeezed out of the cyst thraugh the 
ureter into the bladder guttatim. Tiiis i:ould not be done previous to the 
jsissage of the probe. The cyst contained 83 ounces of clear fluid of a 
jialo lemon <olour and urinous smell, sp. gr. 1002, very slightly aiud, with 
the faintest trace of albumen, and presenting nndi^r tlie uiieroscopc a few 
broken-down cells of large size. 

The left ureter was about an inch in diameter at its npiKT two-thirds, 
natural in size below, but contained i-alculous matter, foming an olistruc- 
tion to the flow of fluid, which could, however, bo easily overcome. The 
lielvis of the left kiilney was dilated sufiiciently to imntain a small pigeon's 
'’gg> contiiined a little calculous matter, found on examination to 
consist of uric acid. Tubercles were found in the brain, lungs, liver, and 
spleen. {Mai. Chir. Trana. lii., 1869. 
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C YSTS are Ibnnd in the kidneys under four practically 
difiFercnt circumstances, namely ;—1. Scattered cysts in 
kidneys otherwise healthy. 2. Disseminated cysts in the 
atrophic form of Bright’s disease. .3. Congenital cystic 
degeneration. 4. General cystic degeneration in adults. 

1. Scattered cysts in kidneys otherwise healthy .—It is not 
uncommon to find on the surface of healthy kidneys one or 
more cysts, with delicate walls, vaiying in size from a pea to a 
marble or a walnut. One or more of similar appearances may 
also be found in the interior of the gland, chiefiy in the cortical 
substance. Such cysts are filled with a yellowish albuminous 
fluid — usually diffluent, sometimes gelatinous,—containing 
phosphates and carbonates, sometimes a large quantity of 
cholesterine, and very rarely urea and uric acid. 

Cysts of these dimensions do not produce any symptoms 
during life; and their effects on the functions of the gland are 
insignificant. Sometimes, howerer, cysts of this class attain a 
monstarons'size, and form a tumour recognisable during life. 
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Mr. Caesar Hawkins gives an account of a remarkable case in 
which the right kidney of a boy, six years of age, had an 
enormous cyst attached to it. The cyst filled the entire right 
side of the abdomen from the false ribs to Poupart’s ligament. 
The attached kidney was healthy in its structure, and the 
ureter free. In the wall of the cyst, separated by a distance 
of five inches from the kidney, there was inserted a small 
mass about the size of a walnut, which projected into the 
cavity of the cyst. This body proved to be a third kidney, 
consisting of a single lobule, Avith the cortical and tubular part 
perfect; and having a single mammillary iwocess and calyx •, 
but no excretory duct could be traced. The urine had been 
natural The cyst was punctured during life; and about 
five pints of fluid were found in it after death. The fluid 
contained neither albumen nor any of the special urinary 
ingredients. 

Dr. Hare (Path. Soc. Trans., vol. iv. p. 199) describes a 
very similar cyst taken from a man aged sixty-two. A tumour 
was detected during life on the right side, stretching from the 
ribs to the pubes. After death, a large cyst was found con¬ 
nected with the right kidney. The lower half of the gland 
was partly spread out over a portion of the tumour, and partly 
absorbed. The upper half was healthy; nor did it (nor 
the opposite kidney) contain any other cyst, with the exception 
of one, about as large as a hempseed. The largo cyst con¬ 
tained an ahnost transparent jjale yellowish green fluid, quite 
limpid and diifiuent when the cyst was first opened : but after 
the fluid had been exposed a few minutes to the air it set into 
a tremulous jelly. 

In neither of these two cases was the pelvis of the kidney 
nor ureter dilated. In both cases the disease was doubtfully 
traced to external violence. 

2. Disseminaled cysts m the atrophic form of Brifjhis kklmj. 
—^These have already been noticed in coimection with Bright’s 
disease (see p. 394). 

3. Congenital cystic degeneration of the kidneys .—A consider¬ 
able nuyiber of these curious cases have been published, and 
most of them have been collated by Virchow in two elaborate 
papers (Oesammelte Abhandlungen, pp. 837 and 864)^ 
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Kidneys in tins condition present an enoi-mous proportionate 
bulk, being as large as, or larger than, the kidneys of adults. 
In all but two cases both kidneys were affected. In several 
instances embryotomy was required to effect delivery, on 
account of the immense size of the abdomen. The foetus 
(generally expelled prematurely) is necessarily still-born if 
both sides are affected, on account of the pushing up of the 
diaphragm, and the mechanical obstacle thus created to the 
expansion of the lungs. 

Dr. Lever (Path. Soc. Trans., 1848-9, p. 74) has recorded the 
following typical example. The foetus was one of eight months. 
It was club-footcd and club-handed; it had six fingers on the 
left hand and as many toes on each foot. There was a hernia 
cerebri (? encephalocele) at the posterior part of the head. The 
thoracic and abdominal viscera were natural, except the kid¬ 
neys. The right kidney w^ghed 4 oz. 6 drs.; the left, 4 oz. 
1 dr.: they were irregular on their surface from numerous pro¬ 
jecting cysts. On a section being made through the centre 
of eaeli, it was found that all trace of kidney structure had 
disappeared, and that its place was occupied by an infinite 
quantity of cysts of different sizes, forming the whole mass of 
the organ ; the calicos were in part normal, but large, and the 
pelvis of ewh kjidney was perfect, with the exception that it 
formed a blifi#j|^ with no opening ; that is to say, there were 
no ureters, llie feladder was small and empty; there was no 
trace of ureters on its external surface ; but internally, at the 
spots where the ureters should have entered, there were small 
imperforate papillas. 

The structure of these kidneys was examined by Dr. Gull 
under the microscope. He could not detect any secreting 
tissue, and considered the cysts to be obstructed and dilated 
Malpighian capsules.* 

* Dr. PufTey (Dub. Qnart. Joum., xli., p. 438,) has deseribod the following 
C. 1 SC in an anenoephalons f<etU8 at tho full time. The fourth and Sfth fingers 
of both hands and the corresponding toes on the right foot were united by a 
web up to the second phalanges, and there was a sixth digit similarly united to 
the entire length of tho fifth. The left foot was normal. 33ie abdomen was 
18 inches in circumference. There were two tumours found in the'abdomen, 
which proved to be the kidneys, lying on and adherent to which were 
the ovaries and Fallopian tubes leading to a bifid uterus. The kidneys pre- 
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The degeneration has not always been found in so extreme 
a degree as in this case of Dr. Lover. Generally, some rem¬ 
nants of secreting texture (uriniferous tubes and Malpighian 
tufts) have been detected in the interstices between the cysts. 
In some cases the external surface is smooth, while the interior 
presents a spongj' or cavernous structure, which, under the 
microscope, resolves itself into myriads of minute cysts. The 
researches of Virchow and Forster have fully demonstrated, 
that the cysts in these cases arc originally produced by dilata¬ 
tion of short sections of the uriniferous tubes into pouches ; 
these pouches afterwards become enlarged and separated from 
each other, and at length form distinct cysts. They are lined 
with a tosselated epilielium, and contain, at first, a urinous 
fluid, which, at a later period, when the cysts attain a larger 
size, becomes albuminous. 

It is curious that malformations of the pelvis of the kidney, 
of the ureter, bladder, or urethra, or of some other part of the 
body, nearly always co-exist with congenital cystic degenera¬ 
tion of the kidneys. Sometimes, however, the lower urinary 
passages are perfectly o|X)n. 

Virchow fet pointed out the mechanical cause of this 
disease. In all the cases examined by him, there was found an 
imperforate state (atresia) of the straight ducts which terminate 
on the papillm ; and he conjectures that this had arisen ftom 
intra-uterine inflammation of the ducts of the papillae, which 
ended in adhesion of their parietes and closure of their calibre. 
He further believes that the usual cause of this inflammation 
is the impaction of uric acid or the urates (Hamsiiure-inforct) 
in the straight canals (sec p. 477). The closure of the excretory 
ducts necessarily causes stagnation and accumulation of the 
urine throughout the entire organ, and leads to dilatations of 


seated tiie usual loliulated apiiearance of tlio fcetal organs, but on section 
numerous small transparent cysts were found of the size of peas, in a matrix 
of a light greyish colour, from which they could not tm detached, and which 
contained a clear serous fluid. The distinction between tbo cortical and 
medullary portions was totally obliterated, but the outline of tho calicos could 
be distinctly traced. The ureters were pervious; bladder empty. Tho 
light kidney, even after exposure to the air for some days, weighed 6 os. ; the 
left was apparently of equal size. 
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the uriniferous tubes and Malpighian capsules, and the ulti¬ 
mate formation of cysts.* 

4. General cystic deymeratim of the kidneys in adults .— 
This is a somewhat rare condition, though most museums 
contain specimens. There are two very fine examples in the 
collection of the Manchester Infirmary. In this form of 
disease the organs are more or less enlarged, so as sometimes 
to weigh several pounds, and to constitute tumours in the 
abdomqn recognisable during life. Both kidneys are always 
affected; hut not, generally, in an equal degree. The substance 
of the gland is converted into a mass of closely aggregated 
cysts, lodged in an abundant matrix of connective tissue (see 
Figs. 64 and 65). The cysts do not communicate with each 
other, nor with the calices—except in rare cases, when some of 
them suppurate and open into the pelvis. They range in size 
from a pin’s head to an orange, and have walls of varying 
thickness. Their contents also vary: some contain a limpid 
yellowish or rediBsh serum; others a gelatinous substance. 
The fluid within the cysts always contains albumen, but not- 
urinary ingredients. The interior of the cysts is lined with 
epithelium; and sometimes blood disks, pus corpuscles, and 
cholesterine crystals are found within them. In far advanced 
cases the secreting tissue of the kidney is almost entirely de¬ 
stroyed ; more frequently remnants of renal tissue are found 
in the fibrous matrix between the cysts and in the pyramidal 
liortions. The pelvis, ureter, and bladder are open, and usually 
healthy. Two or more cysts may become confluent by ab¬ 
sorption of some parts of their walls, and then an irregular 
cavity is produced, with fibrous bands or frmna passing from 
side to side. 

* Koster argucH Uiat this view is incorrect. He attributes the origin of 
the cystic kidney to an abnormal development analogous to atresia ani, non- 
dcvnlopmcnt of the nrcthta and similar conditions ; and urges in support of 
this view the total alisonoe of the renal calices and pelvis, and also the ureters 
in many cases of this disease. Kupfer's investigations into the development 
of the kidney, showing that the blastema for the tnbnli uriniferi is developed 
by itself, independently of the evolution of the WoUSan duct (which becomes 
ureter and renal jielvis) will if confirmed tend greatly to streng&en the theory 
advocated by Roster. Origin the Congenital Renal Cgetmd. Hederlandsch. 
Arch. V. Qen. in Naturknnde, 1867, translated by W. D. Moore, Dub. Quart. 
Jonm., xlvi., 266. 
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Qaekett attributed the formation of these cysts to dilata¬ 
tions of the Malpighian capsnles ; bnt the observations of Dr. 
Conway Evans,* and Dr. Bristowe,t on what appear to have 
been incipient cases, lead to the conclnsion that they are 
formed, as in the congenital cases, by expansion of sections of 
the nriniferons tubes, and occlusion and atrophy of the inter¬ 
mediate portions. Independent sacs are thus constituted. 



Flo, 


. 04. General cyetic degeneration of the kidoey in mi lulult- from a prcpanilion 
in the Mueenm of tlio Moneiiester InUnnary—onc-fourOi tiie aetual siise. 


which at first are so minute that they can only be seeQ with 
the microscope, but at a later period they enlarge into visible 
(^sts. 

The clinical history of these cases has been bnt imperfectly 
studied. Of fifteen cases which I have been able to collect- 
including one contributed by myself—ten were men and five 
women j most of them were about the middle age; ten were 

* I’ath. Soc. Trans., voL v., p. 183. 
f Ibid., Tol. ix., p. 309. 
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between forty and fifty years of age ; one was “ old,” one was 
thirty-nine, and the youngest thirty. The symptoms during 
life are not very distinctive. The course of the disease is 
essentially chronic; the secretion of urine goes on to an 
advanced {leriod, without marked diminution—it may even be 
greatly increased. An unnaturally low density of the urine 
would appear to be a tolerably constant feature, at least in ad¬ 
vanced cases. The end (if the patient die of the renal affec¬ 
tion and not of some complication) is usually sudden, witli 
manifestations of urminic coma and convulsions. In a case cited 
by Raycr, there were recurrent attacks of excessively violent 
lumbar pains, severe gastric symptoms, abundant discharge of 
a watery urine, and lastly, convulsions, delirium, and coma, 
lu another case recorded by the same author, the patient— 
whose only previous sufferings consisted in old-stan^ng dys¬ 
peptic symptoms—was suddenly seized with coma, resolution 
of the members, and convulsive upturning of the eyes, which 
proved fatal in twelve hours. In two cases reported by Dr. 
Whipham,* the closing symptoms were bronchitis with urgent 
dyspepsia, without coma or convulsions. . Albuminuria and 
recurrent htematuria are among the most constant symptoms. 
In Dr. Conway Evans’ case, the urine was, however, not 
albuminous on the day of death, nor two months previously. 
Death was caused in this case by cardiac disease, and the 
renal degeneration was not, comparatively speaking, very 
far advanced. 

The latent and insidious course of the disease, with sudden 
stormy termination, is well illustrated in the following example, 
which occimcd in my practice :— * 

On Saturday evening, Octolier 28tli, 1871, I was requested by Mr. K. 
Heathcotc to sec Mi-s. S., a married lady of forty-eight. Ho informed me 
that tho patient was the mother of sevwal children, of whom the youngest 
was four years old. The menses still continued, but irregularly. Some 
three months previously she had been under his ,care for neuralgia and 
aniemia, which yielded readily to quinine and iron. Since then she had 
been in her usual fair health up to the previous Monday, when site was 
suddenly attacked with vomiting. The vomiting coutizmed, almost inces¬ 
santly, daring the current week, and no. urine Had been voided sfiscc 
Tuesday. Early on Saturday morning, sba was seized with an epileptic 

* Path. Sec. Trans., vol. sxi., p. 244. 
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fit; UiU was surcecded by two more in tho course of the day. At uoon, 
about six ounces of urine were withdrawn by catheter. Tliis wtu of 
normal appearance, but it contained a moderate amount of albumen. 

When I saw her in tlie evening, tho vomiting still persisted, accompanied 
with devouring thiist. The patient was nearly fully conscious. There was 
great restlessness, with tossing of the limbs and moaning. The bowels 
had been opened by injection. Tho pupils were strongly contracted, and 
the tongue was dry. 



On examining the loins, I detected two soft elongated swellings or 
tumours, ona on each nde in tho renal regions. The tumours appeared 
about the same size, and might be about as large os a cocoa-nut, but of 

L L 
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greater l^ngtli. Tlicy did not fluotiiate. Both flanks were dull ou per¬ 
cussion. 1 ventured to express tLe opinion that wo had to do with e-ystic 
degeneration of the kidneys, basing the diagnosis ou the urfeinic eoin- 
Itlexion of tho symptoms, the existence of two soft renal tumours with 
albuminuria. If tliis diagnosis wore coiTcct, there could bo no question 
of curative tieatmcnfc It was suggesited, however, that the lumbar 
swellings might possibly consist of ftecal aticumulation. The treatment 
was accordingly directed to remove these. Sulphate of magnesia cncmata 
were ordered to ho repeatedly administered, and belladonna in pill was 
given by the mouth. Nothing availed. In the course of the night the 
)iati6nt liod six epile.jitie iits, and when wo siiw her on Sunday moining 
she was bandy .eons<;ious. The stomach was, however, much quietiw, and 
she had been able to retain a considerable amount of li(iuid nourishment. 
No urine had been voided, but 16 oz. were withdrawn by catheter. This 
was pal(! amber, ideur, faintly alkaline ; it was slightly albuminous 
(abt. j**), sp. gr. 1013. After it had been kept for twelve lioui-s, it dejm- 
sited a copious sediment of triple and amorphous phosphates, and sjiheres 
and dumb-bells of urate of ammonia, but no casts of tubes coidd be de¬ 
tected. lluring the course of Sunday and Sunday night, the epilcptii’ 
soizuna recurred again and again, and death took pliwo on Monday- 
morning, after an illni’,.s.s of almost exactly a week. 

Avtopsij ,—The body- was tolerably well nourished. Only- the abdomen 
was examined. All tho organs in it were healthy exeejit tho kidneys. 
The kidneys prcscnteil tyjiical examples of cystic dcgmieration (see Fig. 6.'!). 
They were considerably enlarged, and appe,nred to consist entirely of a 
congeries of huge and small cysts. The right weighed 28 oz. .and the left 
26 oz. ; they wore of an elongated, oval fonn, between eight and nine 
inches ill length, and four inches in thickm^ss. On .section of the right 
kidney, not a jiarticlc of normal renal tissue could be seen ; the entira 
organ was converted info cy-sts and inteivening fibrous tissue. The left 
kidney was not so completely degenerated. The cortical substance was all 
tran.sfonncd into cysts and iibrous matrix; but the pyramids were not 
wholly destroyed. The papill* conld still be distinguished, together with 
a short length of the imiiexed portions of tho pyiramids. These presented 
a pale-red striated apjiearance. .ludging roughly, about a tircnticth jiart 
of tho renal tissue might be said still to exist, and ou the seivices of this 
remnant tho patient’s life must have latterly depended. It is most strange 
that life could have been protracted until this extreme degree of destruc¬ 
tion had been reachiHl. 

Tho cysts Varied in size from a jiea to a walnut; most of them were ns 
largo as marbles. Their contents were (generally) a clear yellow, highly 
albuminous senim. Some were opaque and semi-solid, either yellowish or 
dark rod. These differences deiiended on two ciraumstances, namely, the 
degn-e of inspissation and degeneration' of the contents, and on effusion of 
blood into the cysts. Under the microscope, the yellow semi-solid con¬ 
tents were found to he composed of free fatfty and albuminous granules, 
and large nunibera of so-called “granular corpuscles.” A few plates of 
cholestcrine and crystals of triple pho.sphate were also found. No traces of 
uiea or urio acid could be detected. 
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The following example from Bright’s memoir on aftdominal 
tumours (New Syd. ^c.’s Publications, vol. vi. p. 208) shows 
tlie successive appearance of a renal tumour first on the left, 
then on the right side of the abdomen, and gives an excellent 
pictui’e of the disease. 

Mr. -, about thirty, soon hy Dr. Bright, Novemher, 1S35. Dis 

■as|>cct bespoke a man labouring under some formidable ehronic disease, 
lie was evidently mneb omaeiitted and greatly enfeebled. He jmssed a 
moderate quantity of urine, which was acid, light-coloured, and albu¬ 
minous. His present illness diited about two yoiirs back, at which ])criod 
he had decide<l hrematnria, which continued at intervals for some time. 
Since that, he had never cousidcrod himself in health ; he had, however, 
pursued his usual oceupation till lately, but for the last four months In- 
had been moi-c decidedly an invalid. A tumour was to be distinctly asccr- 



Fio. lie. 


Diimram 8li<m-iiu! tlie situation of Oio tiiiminrs in tin-, cose of a loiticiit with 
general cystic degeneration of both kidneys (after Uright)., 


iained in the left Itmbar space, where it appeared pretty firmly fixed (sec 
Fig. 66.) It might ^ fairly grasped by the hand .so placed that the 
thumb was near the ypino,<and the finger advanced into the hypochondriBC 
region. The history of the case, the state of the urine, and the sitoation 
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of the tnmoor, all led to the easy decision that the tnmonr depended on 
enlarged kidjiey. When felt in front, the spleen, or the descending colon 
loaded with toces, suggested themselves; but the fact that it seemed to 
belong rather to the posterior than the anterior part of the abdomen, and 
its fixed feel, would have removed these doubts, had not the history of the 
case pointed so distinctly to the kidney. The exact nature of the renal 
disease was less obvious. The very considerable enlargement of the organ 
•lid not Ix-long to the usual history of albuminous urine, imd the genei'al 
loss of power bespoke some formidable organic disease. He was ordered a 
well-regulated nourishing diet. The Kmplast. Ammoniaci c. Hydrarg. was 
applied to the sent of the tumour ; and the uva ursi in infusion, and slight 
alkaline preparations, were directed to be taken. Under this treatment 
nattering reports were at first received, bnt the disease advanced, all the 
symptoms became worse, enlargement of the right kidney also became 
X>erceptible, the urine remained moderately congnlable (about a pint and 
a half in twenty-four hours), and he suffered a great deal of pain at tho 
neck of the bladder, from the frer^uent passing of fibrinous coagula of a 
•slight pinkish yellow colour, about arr inch long, and apparently moulded 
by the irrcthra. His emaciation became extreme, and he had frcrincnt 
returns of hamuturia. From the ntiddle of February he was completely 
••onfined to his bed, exixietittg death daily. In the first week of April he 
(xperienced some slight eorrvulsivc seizures, and fell irrto a state of coma 
for a few hour's before his death, which occurred about the 10th of April. 

Hotlr kidneys jircsented most extreme specimens of vesiculatcd disease ; 
the left was tho largest, and was probably eight or ten times the natural 
.size, while tho right was at least six times tho sizcF of the healthy kidney. 
The whole apjrcared made up of a congeries of vesichrs, from the size of a 
pigeorr’s egg to a pea; and the .srrbstancc of the kidney was almost oblite¬ 
rated ; irothing but a thin layer of .secreting structui'e remaining, and that 
greatly altcrerl from the natural te.xture. Tire jrclvis of the kidney and 
the mammillary processes alone retained a tolcr-ably healthy appearance ; 
tho lirting membrane of the pelvis had rto undue vascirlarity, and was. 
jierfeetly smooth ; the mammillary processes, though somewhat flattened, 
showed, when divided, the healthy organization ; the ureters were healthy, 
but the renal vessels, particularly the veins, were large. Tire other viscera 
were healthy, ortd the bladder contained half a pint of rtrino. 

The enormoHS size which the kidneys sometimes attain in 
this disease, and the ahrnpt termination of life, are Illustrated 
by tho following remarkable case recorded by Dr. Hare (Path. 
Soc. Trans., 1850-1, p. 131):— 

A man, set 46, was seen in Jan., 1850, for an attack of pleurisy. Under 
treatment, he recovered and returned to his business, until the 6th of 
March, when Dr. Hare was again called in. The night previously he 
had passed a considerable iiuantity of very bloody urine, which had, 
apparently, given him great relief from a constant pain ho had in the left 
loin. On examination of tlie abdomen, which hah lately become larger 
than usual, a tnmonr was found, extending frem the caAilages of the 
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false ribs of the left side to about an inch below the level of the umbilicus, 
and forwards to witliin about an inch of tlic metlian line. On percussion 
it was dull, and tlicre was no interval of rcsonanco between the tumour 
and the cartilages of the ribs; and the dulness on iwrcnssion extended 
upwaids beyond the lower margin of the hitter; the anterior border was 
rounded, but presented no signs of fluctuation. 

In April, a considerable alteration was olisorved to have taken place in 
the tumour ; it still felt solid and without fluctuation ; the lower bonier 
extended an inch and a half below the level of the anterior suiwrior spine 
of the ilium. Its anterior border wfis deeply notched on a level witll the 
umbilicus, and |iereussiou was resonant at this notch, as also for some 
distance obliquely across the tumour. It iiresentcd vciy much the physical 
•signs of a double tumour, or of two tumours ; on placing one' hand over 
the lower part of the abdomen, and pressing with the other against the 
loft loin, although the tumour could be very slightly moved, it appeared to 
move IIS one mass. Dr. Bright, who also saw the ease, simko confidently 
as to its being ‘‘all kidney with intestine passing over it, and thus giving 
the ux>pearance of two tumoura there was also now a slight interval of 
resonance between the cartilages of the false ribs and the tumour. The 
urine, which had contained blood two 01 ; thi-ee times, was now clear. 

On the t)th of December, he fell suddenly from his chair, convulsed and 
insensible ; this was followed by sleepiness, numbness in both hands, and 
frequent twitchiugs. 

On the 12th, when seen by Dr. Hare, he had a vacant cxiiression, 
wandered a little, but iviswcred sharply when spoken to ; there were slight 
twitchiugs of the lipper extremities. Pulse 72; feet and legs rather 
redematous. The tumour appeared much the same os in April, except 
that it extended wither beyond the median line, and that the notch, at its 
anterior border, was less marked. Orino, pale, without sediment, sp. gr. 
1008, containing one-tenth albumen. 

On the 13th, he liod two fits, somewhat similar to those on the 9th, and 
he died on the 16th, probably from the presence of urea in the blood. 

Autopsy .—The loft side of the abdomen was occupied by an enormous 
tumour, which proved to be the left kidney, the intestines being pushed 
over to the right side. The tumour also extended under the intestines 
half-way across the right half of the abilomen; its upper surface was 
adherent to the diapihiugm, and it had so compressed the spleen, that the 
latter formed, as it were, a cap to the kidney ; the pancreas was cairicd 
forwards, and was adherent transversely to the anterior surface of the 
tumour, near its upper part; the descending colon, somewhat contracted, 
was likewise adherent to its anterior surfiwc, but jicrpendicularly, so as to 
divide it into two nearly equal portions. 

The kidney measured 16^ inches in length, 94 breadth, and about 23 
in circumference, and weighed exactly 16 lb. ; it still retained somewhat 
the kidney shape, but its surface was uneven from tlie projection of different 
cysts. It consisted of one enormous congeries of cyaU, varying in sire from 
a small pea, to a cavity holding more than a pint of fluid ; the larger cysts 
were at the surface, the smaller ones being about the centre; many of the 
smaller cysts projected more or less into the cavity of the larger ones; 
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they presented different tints, from a difirk purple, to a light straw-colour 
(the latter much more rare than the former), according to thecolonr of the 
contained fluids; the darker fluid was generally the thickest, and at the 
hottoni of tliose cysts there was more or leas of a dirty-red grumous-looking 
matter, which was wanting in those containing the lighter-coloured fluid. 
The thickness of their walls varied generally in proportion to their size, the 
larger having the thickest isuietes. No trace of the proper structure of the 
kidney was distuvorable. The fluid, under the microscope, showed an 
iiiimenso number of blood disks (more abundant in the darker fluids, some 
oil globules, exudative corjniscles, jmrtions of the tubules of the kidney, 
and a considerable number of plates of cholestorine. 

The right kidney presented incipient disease of the same kind, and was 
enlarged to double its natural size. 

There was a slight hypertrophy of the heart, and a hernia above the 
umbilicus ; the remaining viscera were natural. 

In the following case, described by Dr. Gray (Path. Soc. 
Trans., vol. vi. p. 207), the disease appeared to be occasioned 
by external violraice: death was not preceded by cerebral 
symptoms, but by vomiting and hiccough, possibly of uraemic 
origin. 

A man, set. 40, much emaciated and aiuemic, who had been vciy in- 
tcmp<-mtc when young, was admitteil into St. George’s Hospital, March 
7th, la.’iS. 

He dated the commcnccnieiit of his present illness seven years ago, 
when he received a severe injury of the back ; for some time after this 
accident he passed blood in his urine. Ho then partially recovered, but 
during the three following winters he often passed a small quantity of blood, 
and suffered much from pain in his loins. Five weeks before his admission 
into the hospital, he fell on his right hip, and then the hasmaturia and 
pains in the loins I'eturued in an aggravated fonn. When firet admitted, 
he was in a very weak and exhausted condition ; the xmlse was exceedingly 
feeble, and the urine was loaded with blood; vomiting and hiccough suxier- 
vened, and he died exhausted on the 10th of March. 

Aittnpsy. —There was extensive cystic transformation of both kidneys ; 
and to such an extent had tho diseast? proceeded that the natural stiuctnre 
of the glands could in no |)nrt be detected. The light kidney weighed 
31b. lOoz. ; the left, 31b. They were each about ten inches in leugth, lobn- 
lated on their surfaces, and composed of numerous separate cysts, varying 
in size from a )iea to a small apple. The contents of some of the eysts were 
transparent and colourless, of others faint yellow, of others chocolate. The 
colour in these last apjieared to depend on blood disks and their dibris. 
The. pelvis of the kidney and the ureter were not dilated. 

All the other organs were natural, with the exception of the lungs, which 
were oedematous. 

The primary lesion in this class of cases is possibly tho 
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same as in the congenital cases, and consists in a progrcssirc 
occlusion of the ducts of tJie pyi'amids, leading, at a later 
period, to saccular dilatations of the tubes of the cortex, and 
finally to the formation of myriads of separate cysts. The 
occlusion of the ducts of the pyramids may (conceivably) arise 
from inflammatory adliesion of their parietes, or from obstruc¬ 
tion of their calibre by plugs of coagulated blood. In Dr. 
Gray’s case, just related, the latter explanation would appear 
to bo a not improbable one. 

General cystic degeneration has evident affinities with the 
granular atrophic forms of Bright’s disease, and probably 
requires a similar treatment. 
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C ANCERODJS growths of the kidney may be primary or 
secondary. Primary cancer is attended by its proper 
symptoms and physical signs: it runs a distinctive course, 
and constitutes the cause of death. Secondary cancer, on the 
other hand, occasions neither symptoms nor physical signs: it 
is either a part-manifestation of a general cancerous cachexia, 
or an incident in the progress of primary cancer of some other 
organ; and its existence is usually unsuspected until the 
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autopsy. It is therefore necessary to consider the two con¬ 
ditions apart—the latter indeed very briefly, as it has little, if 
any, clinical interest. 

A.—PRIMARY CAXCER OP THE KIDXET. 

The following description is based on an analysis of 68 cases, 
of which 64 were collected from various sources, and four con¬ 
tributed by myself. In all of them the disease wiis followed to 
its fatal termination, and the diagnosis verified by dissection 
after death. 

The cases naturally fall into two groups —chlldmi and 
adulis; and it will be desirable occasionally to distinguish 
the one class from the other. The first group embraces 25 
cases under the age of ten years—indeed all, except three, 
under five years. The second group includes 43 adults be¬ 
tween tlie ages of nineteen and seventy. 

3forlid Amtomy .—The species of cancer found in the kidney 
is almost invariably the cncephaloid (fungus haematodcs).* It 
varies greatly in consistence and vascularity. In one instance 
it is described ns being as soil as the milt of a fish; more 
commonly it is about as hard as human brain. The mass is 
seldom of uniform consistence throughout, afid it is frctiuently 
the site of extensive hasmorrhages. Cavities containing as much 
as a pint or more of clotted or fluid blood, or of Idood mixed 
with cancerous detritus, have sometimes been found within the 
tumour. 

SciiThus is very rare in the kidney. Wilson mentions 
such a condition, but his description is vague. Eayer in 
one instance found a mass resembling mammary scirrhus 
in the midst of an encephaloid kidney: f and Dr. Walshe, 
among the unpublished drawings of Carswell, discovered one 
of scirrhus of the kidney : “ the entire organ was convei’ted 

* Two cases are reported in the Path. Soc. Tnma., xxi., pp. 239, 241, in 
one of which Mr. De Morgan found the cancerous matter arranged in a villous 
manner; and in the other, recorded by Dr. Murchison (a case of villous disease 
of the bladder), the mucous membrane lining the pelvis and c.'Uices of both 
kidneys were studded with long villohs processes. 

•f A mmilar case is reported by Dr. E. R. Townsend, jun., of Cork. (Dub. 
<Quart. Jdnrn., xlv., 219.) 
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into a grey-coloured substance, somewhat transparent, and of 
the hardness of fibrous tissue. It was intersected in various 
directions by pale-coloured bands which were opaque and 
firmer than the intermediate grey substance. It yielded only 
a small quantity of serosity on pressure, and presented few or 
no blood-vessels.” (Walshc, 1. c. 380.) 

Colloid has been occasionally found forming a part of an 
encephaloid kidney. 

Epithelioma has not, so far as I know, been found in the 
kidney except in one case published by Robin. In this, the 
right kidney of a man aged fifty-one was replaced by a large mass 
of adventitious tissue, of which part was soft and part hard. 
Both imrtions were composed of cells of epithelial character, 
most of them closely approaching the appearance'of pavement 
epithelium, and attaining in the softer portions enormous di¬ 
mensions. Some of the largest measured of a millimetre 
in length. None were found disposed in nests as in an ordi¬ 
nary cutaneous epithfelioma.* 

Encephaloid invades the kidney sometimes in the nodular, 
sometimes in the infiltrated, form. It always begins in the 
cortical substance, and afterwards involves the pyramids. The 
epithelium of the renal tubules is first alfected, and then the 
connective tissue. The tunica propria is commonly thickened 
into a strong fibrous membrane. 

When the whole organ is uniformly infiltrated, its natural 
shape and position may be tolerably presen'ed, even when it is 
enlarged to many times its original volume. But wken a 
nodule grows from one end of the gland, leaving the remainder 
exempt, an irregular tumour is fonned, which may assume 
shapes, and grow into situations very embarrassing for the 
diagnosis. The exempted portions rarely preserve their healthy 
state: the secreting structure wastes and degenerates; or it 
suppurates—though this is rare. 

It is a marked characteristic of primary renal cancer, that it- 
forms a tumour generally of large, often of gigantic proportions, 
which may stretch from the loin to the umbilicus, and fix)m 
beneath the ribs to the pubes, and weigh many pounds. In 81 

* Cb. Robin., M^moire sur rEpithelioma du Rein. Paris, 1883. See also 
Lebort, Auat. Pathol., ii., S.ll. 
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out of onr C 8 cases, exact infomation is giyen as to the weight 
of the tumour. In 16 children its average weight was 8 | lbs.; 
the smallest was 1 lb. 9 oz. and the largest SI lbs.! In 15 
adults the average weight of the tumour was 9j lbs.; in one 
case the growth was about the size and weight of the natural 
kidney; in another it weighed 15 oz.; in two others it 
weighed 1 ^ lb. ; in several it varied from 3 to 11 lbs., and in 
two attained a weight of 27 lbs. The cnormons masses found 
in young children are really remarkable. In one example, 
recorded by Mr. Spencer Wells, a growth weighing between 
16 and 17 lbs. was taken from the body of a child only four 
years of age (Path. Soc. Trans., xiv. 179). 

The surface of an encephaloid kidney is usually soft, irre¬ 
gularly lobulated, and of unequal consistence. Not unfi'e- 
quently it yields a deceptive sense of fluctuation, especially in 
certain spots. 

Renal encephaloid is liable to the same accidents (degene¬ 
ration, softening, suppuration, hromorrhage) as soft cancer 
elsewhere. In an instance mentioned by Bright, the softened 
mass burst into the peritoneum; in another, by Rayer, a 
cancer of the right kidney ulcerated into the duodenum ; in a 
third, by Ahcle,* the disease broke through the abdominal 
parietes a fortnight before death, and formed a fungous ulcer 
through which a portion of the colon protruded and ultimately 
mortified. 

The tumour generally contracts extensive adhesions to the 
surrounding parts. The colon is invariably found in front of 
the growth—though sometimes flattened and empty. The other 
abdominal viscera are thrust aside as the tumour cnlai'ges: 
the small intestines are pushed over into the opposite flank. 
When the growth afiects the right kidney, the liver is displaced 
to left, often twisted on its transverse a-xis so that its upper 
surface takes a vertical direction and applies itself to the costo- 
•abdominal wall. This distortion has been especially observed 
where, as in Doderlein’s case, the growth protrudes from the 
upper end of the kidney, and makes its way into the right 
hypochondrium. When the tumour is constituted by the left 
kidney the stomach is pushed to right, and the spleen carried 
• Schmidt’s Jahrb., IW. v., j). 879. 



524 CANCER OF THE KIDNEY. 

high up into the vault of the diaphragm.* The thoracic viscera 
are displaced upwards more or less aciording to the bulk of the 
tumour, and in various directions according to the side affected. 
Among other effects on the adjacent parts, caries of the vertebrse 
was twice found ; more or less compression of the inferior cava 
generally exists towards the later periods, occasioning oedema 
of the legs and sometimes (though rarely) ascites. 

The pelvis of the kidney was found generally more or less 
involved, and, in the majority of cases, the ureter was perma¬ 
nently occluded by extension of the cancerous growth into it, 
or by blood-clots, or by the pressure of the main tumour. 

The renal veins in several instances contained cncephaloid 
matter; and in some of the cases it could be traced as far as 
tlie vena cava. 

In the overwhelming majority of cases only one kidney was 
affected. Out of G7 instances which supply information on 
this point, the disease w’as confined to one kidney CO times. 
In seven cases both kidneys were involved ; but in three only 
of these did the disease appear to be primary on both sides ; in 
the other four one kidney was the seat of primary cancer, which 
formed a tumour, while its fellow only contained small secondary 
nodules. In the GO unilateral cases, each kidney was affected 
an equal number of times. 

The primary disease in the kidney was associated with 
secondary deposits elsewhere in 31 out of 51 cases which give 
details on this point: in the remaining 20 cases all other parts 
were exempt. The most frequent seats of secondary deposits 
were the lymphatic glands in the hilns of the kidney, and the 
vcrtebml and mesenteric glands. T^iese glands formed in some 
of the cases a large tumour, which—as in a case to bo presently 
related—^transcended the dimensions of the renal tumour, and 
greatly embarrassed the diagnosis. The lungs and liver were 
also often affected; the other organs more rarely ; but instances 
are on record in which almost every conceivable combination" 
existed. The following table exhibits the distribution of the 
secondary deposits in the 31 cases already alluded to :— 

• In case II., reiiortod a few iiages farther on, the position of the spleen 
■was exceptional—it was carried downward toward the iliac fossa in front of 
the tumour. 
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Kidneys alone affected 20 cases. 

Secondary dcjiosits found elsewhere . . . . 31 ,, 

Seat of secondary deposits 

Lumbar, mesenteric and Tertcbral glands. . . Iff „ 

Lungs.Id ,, 

Liver.Id » 

Siipra-renal ca]>sules.d ,, 

Omentum.3 „ 

Heart.<1 » 

Vertebno and rib.3 i> 

Costal surface of jilcnra.1 >, 

Bladder, uterus, penis, and testicle- each . . 1 ,, 


The infrequent association of primary renal cancer with 
cancerous deposits in the lower urinary passages, which this 
table shows, is somewhat remarkable, and is scarcely what one 
would expect, considering the close anatomical and functional 
relations of these parts.* 

Etiology .—Renal cancer prevails at two distinct epocihs of 
life—in early childhood, and in adult age. During adolescence 
the liability to it sinks to a minimum. Children under five 
years of age appear especially liable to renal cancer: 22 out of 
67 cases occurred at this early period ; three others between 
seven and ten years; the remainder were distributed pretty 
equably between the ages of nineteen and seventy. The an¬ 
nexed table shows more exactly the relation of age to the 
frequency of renal cancer:— 



1 

0 

1-2 

2—3 

3—5 

7-8 

10 



yr. 

yrs. 

yrs. 

yrs. 

yrs. 

yrs. 


25 children . . 

2 

0 

6 

8 

2 

1. 

1 


19 

20-30 

30—40 

40—00 

© 

© 

1 

0 

0 

1 

© 

© 

Above 


yrs. 

yrs. 

yre. 

yrs. 

yrs. 

yrs. 

70 yrs. 

S6 adults f . . 

1 

4 

5 

4 

V 

9 

1 


* I had on opportunity of examining a man (wt. 40) who died at the Koyal 
Infirmary with extensivo cancer of the stomach, combined with primary 
cancer of the right kidney. The latter organ was wholly converted into an 


t In seven adults the exact age is not given. 
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The male sex is considerably more liable to renal cancer than 
the female. Sixty-six cases, in which the sex was distinguished, 
supplied 47 males and 19 females. The preponderance of the 
male sex is not so great in childhood as in adult age. Of 24 
children, 15 were boyf! and 9 girls ; of 42 adults, 32 were men 
and only 10 women. The great dispropoi'tion between the 
frequency of renal cancer in men and in women may possibly 
be explained by the marked preference shown by cancer for the 
generative organs in the female. 

The exciting cause of renal, as of other cancels, is wrapped 
in obscurity. In a few instances, a blow or a full on the loins 
was the immediate prectirsor and supposed cause of the first 
symptom; but the disease had doubtless been already in exist¬ 
ence before the accident, though concealed. In a case men¬ 
tioned by Mauzolini (Schmidt’s Jahrb., B. 94, p. 74), a boy was 
kicked in the left side ; this was followed by haimatnria for. 
fourteen days. Shortly after, a swelling appeared in the left 
loin, which eventually proved to be an encephaloid growth of 
the left kidney. 

Symphms ami physical signs. —The distinctive symptoms of 
primary cancer of the kidney are :— tumour in, Ute abdomen and 
Mmaluriu. In every case in which the disease was the deter¬ 
mining cause of death, one or both of these symptoms were 
present.* 

Abdominal tumour is by far the most constant sign of renal 
cancer, and usually the earliest one noticed. Out of C4 cases 
there were only 3 in which a distinct intumescence could not 

cncc|ilialoi(l mass. I could not detect any ti’iicos of secreting structure in it: 
tlio muss was somewhat smaller tlian the imtural kidney, and abqut the same 
simpe. Tlio loft kidney was quite healthy, and greatly hypertrophied. The 
right ureter was pervious, hut shrunk to about half its usual size. The left 
ureter was somcwliat more caj)acious than natural. The right anpra-renal 
capsule was wholly converted into a cancerous mass. There was very 
extensive cancerous disease (in nodules) of tlie liver, apd of the vertebral 
glands. 

* licbert states that lie has known an instance in which the disease ran a 
latent coarse throughout: but ho docs not say whether in that instance tho 
renal disease was really tho cause of death. In a case of primary cancer of 
both kidneys rciiorted by Dr. Fleming to the Dublin Pathological Society 
(Dub, Quart. Joum., xliv., 235), the patient stated that ho never had had 
hicmatarm, and tliere was no tumour traceable i the abdomen. 
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be felt in the site of the kidney or thercabonts ; and in these 
thi’ee there was haeraaturia. In the remaining G1 cases a 
tumonr was easily ascertained to exist in the abdomen; and in 
all bnt three it was of such size and prominence that it could 
not escape the most cursory examination. It is noteworthy 
that in (dl the children a large—nearly always an enormous— 
tumour existed. 

The tumour presents itself first in the anterior lumbar region, 
between the margins of the ribs and the crista ilii; it then 
grows forward to the umbilicus, upwards into the Ijypochon- 
dvium, and downwards into the iliac and inguinal regions : in 
extreme cases it fills the entire belly. The tumour may, or 
may not, bo covered with a ramification of enlarged super¬ 
ficial veins. The colon, and sometimes a jiortion of the 
small intestines, lies in front of it. This position of the colon 
furnishes an important diagnostic mark of all renal tumours. 
Percusssion over the tumonr is dull, except where the colon 
intervenes.* 

To the hand the tumour feels smooth or iiTcgularly lobnlated, 
with rounded obtuse margins. The lobulations are often of 
unequal hardness, and a deceptive sense of fluctuation may bo 
felt in places, or in the tumom; generally. In LangstafT’s 
case, a distinct and persistent pulsation was pei’ceptible in the 
tumonr j and a similar iihenomenon was noted in Bristowe’s 

* Tliis position of the colon was however -not discovered in all the ea.scK— 
generally, no doubt, from defective examination ; but in some uoscs the detec¬ 
tion of the gut may prove impossible, from its being compressed between the 
tumonr and abdominal wall, and emptied of flatus. In doubtful cases, it 
might be of service to inject air per rectum, in order to inflate the collapsed gut. 

The following remarks, by Bright, deserve to be borne in mind in searching 
for tnmours of the kidney :—“ In those diseases,” he says, “in which it (tho 
kidney) most rapidly increases, the enlargement shows itself much more 
.towards the anterior part of the abdomen than towards the loins, not only 
because the firm structure of this part is more calculated to conceal a tumour, 
but also because, in the other direction, it meets with less immediate resist¬ 
ance ; BO that it often happens, while we are examining the lumlmr region 
with the greatest care, and obtaining but a doubtful evidence of fulness and 
hardness by the eye and by the touch, and by careful comparison of the two 
sides, we can scarcely place the band upon the anterior or even the lateral 
part without becoming at once sensible of the existence of a distinct tamour; 
and then, probably, by pressing that tumonr backward, the other hand clearly 
informs us of its connection with the loins.” (h c. 199.) 
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cose (Med. Times and Gaz. 1854, ii. 395).t The fixity of the 
growth is usually a nfarked characteristic.* 

The second symptom in importance is hmmaturia. Details 
on this point are supplied in 59 cases. Of these, 28 exhibited 
no trace of hmmaturia throughout their entire course. In SI 
cases there was hacmaturia ; but in 5 of these, there existed 
other possible causes for it than renal cancer (calculi, Bright’s 
disease, external violence), ^ese figures, even with this 
abaljement, do not suflSciently express the danger of relying too 
strongly on limmaturia as a sign of renal cancer. In 6 instances 
haematuria occurred only for a few weeks at the beginning of 
the complaint, and then altogether ceased—the urine there¬ 
after continuing normal. In one case there was haematuria for 
a short period at first, and none during the remaining four 
years of life. Invinothcr case (Case I. shortly to be detailed) 
haeraaturia was present for some months, and at once disap¬ 
peared on the voiding of a small calculus—it .did not recur 
during the subsequent five years of life. In' other cases hmma- 
turia did not appear until toward the last few months of life— 
j)erhaps years after the detection of a tumour in the loin. The 
absence of haematuria seems to depend generally on the occlu¬ 
sion of the ureter, either by .the pressure of the tumour or the 
extension of the disease into it. 

When limmaturia is present, it is a sign of very great value, 
and its character and featui'es deser\'e attentive study. As a 
rule, it is irregularly intermittent and profuse. It recurs at 
intervals of a few days or weeks, usually without any appre¬ 
ciable cause. The tumour is not, of c'onrse, insensible to 
external violence: and in more than one instance a blow or fall 
on the loin has been the immediate precursor of the appearance 
of blood in the urine. In some cases the hsemoiThage is exces¬ 
sive, and followed by rapid anasmia and exhaustion, though* 
this is rare. Generally the loss of blood is moderate, some¬ 
times insignificant, and requiring the microscope for its detec¬ 
tion. The formation of clots in the bladder, and their im- 

ff. 

• In the “ Lancet” for March 18th, 1865, is an account of a case of move- 
able kidney affected with malignant disease. The tumour was mistaken for 
an ovarian growth, and oijeration for its removal commenced. The intestines 
were all Uhmd the tumour. 
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I)action in the nrethra, is sometimes a source of severe suffering:, 
and occasions excessive irritability of the bladder. ' 

Other changes in the composition of the urine are sometimes 
found, but they are not distinctive. Of course, albumen always 
exists in the urine when it contains blood; more rarely albu.>. 
minuria occurs independently of hasraaturia, from genuine 
Bright’s disease, affecting either the exempted portions of the 
cancerous kidney, or the opposite organ. Not unfrequently, 
epithelial cells from the pelvis of the kidney and-ureter are 
found in the urine, mixed with the blood. 

. The presence of cancer cells in. the urine is a sign which 
irsually figures prominently, in the o^idoguo of symptoms of 
renal cancer, but its value is very doubtlul. In all the later’ 
cases, especially where there was haiinaturia, the urine was 
carefully examined for cancer cells, but without succcs.s. 
llosensteiu mentions a case in which a cancerous villus was 
actually fonjid projecting into the ureter, yet no cancer ccllk 
could be detected in the urine during life. It is by no means 
an easy matter to identify cancer cells in the urine, in conse¬ 
quence of their similarity to the transitional epithelium of tiw! 
))clvis and ureter. It must be further remembered, that any 
cancer cells, which could find their way into the urine, must 
liBve escaped from parts of the growth which were broken down 
and degenerated; and to identify characteristic forms, in the 
ichorous detritus even of an external cancer, is more than I have 
ever succeeded in accomplishing; how much greater the diffi¬ 
culty, when that detritus 1ms been further disintegrated by the 
action of the urine ? In two exaihples of renal cancer, with 
haematuria, which I have had an opportunity of observing, 
repeated and careful examination of the urine failed to discover 
the presence of cancel’ cells.* 

The other symptoms which have been noted in cases of 
renal cancer are less distinctive and constant than tumour in 
the abdomen and heematuria. The most important of them is 


• Mr. Moore believes that he saooeeded in identifying cancer ceils in thav 
nrine drawn after death from the bladder of a man in whose kidneys cancesouH 
nodules were found; but his description rather accords with the apjicaranoea 
of the epithelial ceils which are always freely detached from the vesical 
mucous membrane after death. (Med. Chir. Trans., xzxv. 466.) 
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pain in the hypochondrium and loin. This is sometimes an 
early sym’ptom, and may show considerable severity. The 
pain is commonly intermittent; it shoots down in the course of 
the ureter to the inside of the thighs. It does not appear to 
bo ever associated with retraction of the testicle. Pain is, 
however, wholly absent for long periods in a large number of 
cases; the tumour itself may be perfectly painless on handling, 
and give no incbnvenience except from its weight and size. 

Gastric symptoms—nausea, vomiting, anorexia,—are com¬ 
mon, and in several cases they wore noted among the earliest 
symptoms. In other cases, a^in, none of these existed: 
the appetite was cxcell^t; in five cases (all children) it was 
even voracious. 

The general health varied exceedingly. In the majority of 
cases, rapid emaciation took place, going on at length to an 
extreme degree, with failing strength, and yellowish discolora¬ 
tion of the skin. In other cases, many months, and even years 
(in adults), passed over after the detection of the tumour, before 
the health seriously gave way. 

The cancerous tint is not often mentioned in the list of 
symptoms, but this may have been from the brevity of many 
of the reports. * 

The bowels are generally disordered when the tumour attains 
a large size; diarrhoea, or obstinate consti])ation prevails; or 
the two conditions alternate. 

Towards the later periods, anasarca of the legs often sets in, 
and it may even extend over the whole body. Signs of constitu¬ 
tional irritation also present themselves, and become persistent. 
Life is at length worn out by gradual exhaustion of the vital 
powers: sometimes death is more suddenly induced by rupture 
of the tumour. 

When there is no haematuria the urine is commonly normal; 
the healthy kidney becomes hypertrophied, and performs double 
duties. In no instance did uraemic symptoms arise. 

The duratwn of the disease from the first appearance of 
symptoms to the fatal termination varied exceedingly. ^The 
doratioh was much shorter, as might have been anticipated, in 
children than in adults. Among the former, 19 cases are avail¬ 
able for comparison; the mean duration was. nearly seven 
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months; the minimnm was ten weeks, and the maximum 
“ over a year.” In adults (21 cases available) the disease con¬ 
tinued on an average two and a-half years; the extremes 
ranged from five months to seven years; 8 died under the 
twelvemonth, 7 under three years, 2 survived four years, 8 six 
years, and 1 seven years. 

These numbers, as well as those having reference to the age 
of the patients, disagree with the statements current in l)«oks : 
and some of the numerous errors in the diagnosis of renal 
cancer may be traced to mistaken impressions as to the pre¬ 
vailing age and survivorship of patients so affected. The 
supposition of Walsho, endorsed by I^pbert, that cancer of the 
kidney runs a more rapid course than other internal cancers, is 
not only unsupported by these larger numbers, but the contrarj' 
is clearly established, namely, that, as a rule, death is longer 
delayed in renal cancer than in primary cancer of any other 
internal organ.* The reason of this tolerance must be looked 
for in the duplication of the organ, the fecility with which one 
kidney undergoes a compensating hypertrophy when its fellow 
is disabled, and takes upon it the work of the pair ; also the 
free room for enlargement which is afforded in the lumbar 
region, and the comparatively innocuous effects of displacement 
on the abdominal organs. 

The following examples will serve to illustrate tho chief 
features of the disease :— 

Case I. —EnceplialoUl Cancer of left kidney ; nxmnlary cancer of left pleura. 

Mr. £., mt, 70, was visiUtd by ni« with Mr. .tnnathan Wilson, iti 
March, 1868. Ho was suirering from nn euorninus tumour in the left 
flanlc. It appears that five years ago ho sullvred from profuse and re¬ 
peated luematniia. After some months he voided a small calculus, and 
then the symptoms disappeared. He continued in good health for five 
years, and then came uuder treatment again for .shoittiess of breath and 
general debility. Being somewhat fat and vcntricosc, he had not become 


* The mean duration of cancer of the pylorus, according to the combined 
statistics of Lebert, Herrich and Popp, and Valleix, is under a year: out of 
71 cases, 48 died within the year, and almost all the remainder (23 oases) 
within two years. The majority of hepatic cancers terminate probably under 
eight months—certainly under a year (see Kifhler, pp. .308, 376),, Walshe 
estimates the mean duration of cancer of the lungs at 13'2 months (L c. p. 
348); and he thinks cancer of the brain rarely lasts over a year p. 496). 

mm2 
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aware himself of any tumour in the sidd; but when the abdomen was 
examined, a very large solid growth was discovered, filling the entire of 
the left half of the belly. How long this had been growing there was no 
evidence to show. The tumonr occupied the left hypochondriac and lum¬ 
bar regions, reaching forwards to the umbilicus and downwards almost to 
the crest of the ilium. Its front boundary had a rounded outline ; its 
surface wits wholly dull on percussion, even as far back os the spine ; no 
bowel could be jierccivcd in front of it. It felt hard, rigid, and perfectly 
fixed in its position. There was a moderate amount of ascites, with 
pleuritic effusion on the left side as high as the thii-d rib; the other organs 
were healthy. 

The general condition was greatly depressed, the countenance sallow, 
the appetite almost lost He lay continuously on his left side, end com- 
]ilained of great and constant pain in the left loin. There was no oedema 
of the feet or hands. The urine was scanty, liigh-coloured, and charged 
with lithates ; but there was no albumen or blood, nor had there been any 
for the last five years. 

Tile patient was heavy and unwieldy, and unable to turn himself in 
bed; bed-sores formed, and he gradually sank from exhaustion, after hav¬ 
ing been under observation for a month. 

Aiitopa-y .—Wlien the abdomen was opened, the tumour was foimd to be 
the left kidney, wholly changed into an enomions enccphaloid mass. It 
was twelve inches long, eight broad, and five thick ; it had an ovoid shajxi, 
.and weighed eleven pounds. Its surface, was smooth, and covered with a 
tough investment of fibrous tissue. In front of the tumour ran the de¬ 
scending colon, which was not adherent, but perfectly empty, and con¬ 
tracted to the size of the finger. On cutting open the tumour, it was 
found to consist of firm, yellowish white, cncephaloid matter, scattered 
through which were several masses of soft, clotted blood. Tliere was no 
vestige of renal tissue. The ureter was healthy, but occluded by the 
pressure of the growth. Tlie renal vessels were also healthy. The spleen 
was pushed up into the vault of the diaphragm, and lay above the tumonr. 
The left pleura contained a krge amount of sangninolent fluid; on its 
costal surface were several cancerous nodules, as large as filberts. The 
other organs were healthy. The right kidney weighed seven and a half 
ounces, and was quite free from cancer. Ho calculous concretion was 
found in either kidney. 


Cask 11 .—Enccphaloid Cancer of left Iddney ; unusual position of spleen 
and pancreas ; calculi in (he right kidney. 

F. M., a toy-dealer, aged 44, residing at Horthwich, was admitted into 
the Manchester Infirmary in Marsh, 1868. His illness began two years 
and a half ago with slight and temporary hiematuria. Fourteen months 
ago more violent hiematuria took place, which has continued more or less 
ever since. His medical attendant discovered a lump in the left side a 
twelvemnuth ago, and since then he has gradually become weaker and 
thinner, and the lump has steadily increased in size. 

On admission he was extremely emaciated, countenance of a greenish, 
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sallow appeaiauce, drawn and snggestire of suffering ; tonguo red and 
dryish ; p. 94, r. 24. No oedema of any part The abdomen was much 
enlarged, especially on the left side, and on palpation a large solid 
tumour, as large as a man’s head, was felt on the loft side of the abdomen, 
occupying the epigastric, hypochondriac and lumbar regions. The limits 
of the tumour, as ascertaiuod by palpation and percussion, were as 
follows (sec Fig. 67). The anterior margin could be traced from a little to 

I I 





I'lo. C7. Uiagrani sliowiiia the position and relations of the tumour in the case of 
F. A, f. stomach, c. colon, a spleen. 

the right of the onsiform cartilage, running downwards an inch and a half 
to the right of the middle line. About an inch above the umbilicus, the 
outline trended abruptly to the left, crossed the middle line, and then 
descended obliquely into the iliac fossa, as low as the crest of the ilium. 
Upwards, the growth extended beneath the ril«, bulging these out, almost 
as high as the nipple. Pfwteriorly, the growth occupied the whole lumbar 
region, and caused a marked fulness in the site of the kidney. The area 
of the tumour was dull on percussion, except in the epigastrium, and along 
the left costal margin,, where a tympanitic note indicated that the stomach 
lay in front of it. The descending colon could easily be traced in front of 
the tumour—it was often loaded with masses of scybala. Over the lower 
part of the tumour, in the iliac fossa, there lay a detached portion, re- 
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sembling, both in shape and in feeling, a somewhat enlarged spleen ; this 
portion was freely moveable upon the main tumour, and had no intestine 
in front of it. The upper part of the tumour in the epigastrium had a 
nodular tuberous feel, and was covered by bowel. Along the costal margin 
a large artery could be felt pulsating on tlie surface of the tumour; this 
artery cuiniininicated a distinct thrill to the linger, and was the seat of a 
loudish systolic murmur. The general surface of the tumour was smooth 
and tciiscsly elastic—not fluctuating, but dilferent parts varied sensibly in 
their degree of softness and hardness. The growth was imraoveably fixed in 
its position, and meandering veins coursed over the skin, covering its outer 
and more prominent portions. There was also' an abimdant varicocele on 
the left side, and the veins of the penis were very large and tortuous. 

The urine contained blood, partly in small, round, or filamentous clots, 
and portly mingled with the urine. There were no casts, and the quantity 
of albumen was not greater than the blood accounted for. 

The organs in the chest were healthy, but they were considerably (Us- 
]>laced upwards by the pressure of the abdominal tumour. The heart’s 
a^iex beat in the fourth interspace, and the cardiac dulness mounted as 
high as the second rib. Tlie liver was also pushed upwards ; its upper 
margin corresponding with the fifth rib in the vertical Uue of the nipple. 
Thc'paticnt com^dained of a good deal of- jiain of a gnawing character in 
the left loin and in the groin. 

The xiaticnt rcmaini‘d in the infirmary for six weeks. During this 
period the X'hysical signs underwent no marked change ; tlie tumour 
slowly enlarged, and the strength and flesh continued to decline. The 
urine always contained more or less blood, but the quantity was never 
really large, oud very often it required the microscope to detect it. It 
was noticed that there was generally more blood in the urine after pro¬ 
longed manipulation of the tumour. The bowels were exceedingly torpid, 
and required the frequent me of cncmata for their relief. Beyond the use 
of these and of anodynes to procure sleep ,and allay the pain, no remedial 
means were attempted. 

After leaving the mfirmary, he returned to Northwich, and placed 
himself under the care of Mr. 'Williams of that town. He continued to 
sink very gradually as the tumour enlarged, and died on Oct. 8th—five 
months after his discharge from the hospital, eighteen montlis after the 
first discovery of the tumour, and three years after the first appearance of 
heematuria.. 

Careful inquiries respecting the htematuria elicited the following par¬ 
ticulars ;—Blood fii'st axqieared in the Urine three years before death. For 
three weeks at that time pure blood was repeatedly voided ; then for a 
period of twelve months no more blood was seen. Again about a pint of 
• blood was voided, and after this it continued in greater or less quantity 
imtil his death. Tlie blood was nearly always more or less clotted. 

I went over to Korthwich to make the autopsy with Mr. Williams. 
The emaciation had reached the most extreme degree compatible with 
life; the muscular tissue had almost vanished. Our astonishment was 
great to find the abdomen sunk so as scarcely to constitute a notable 
tumour. This had arisen apparently from the oozing out of the tumour 
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of a considerable quantity of a bloody fluid, which we found in the peri¬ 
toneal cavity. When the belly was opened, we found a large sub-globular 
mass, occupying the whole of the left side. This proved to be the left 
kidney, converted into a mass of soft cancer. Overlapping its npx)er end 
was the empty stomach, and along the great .curvature of this viseus 
coursed, with very tortuous windings, an artery as large as Uie radial 
(right gastio-ei>iploic). This was evidently the source of the pulsation 
felt during life at the costal margin. Hiding freely on the lower and 
inner (or right) border of the tumour and the adjacent jiortions, lay the 
spleen, forming a flattened oval cake, 7 in. long by 4 in. wide. This was 
the moveable spleen-like body felt during Ufe near the iliac fossa, 
lletween it and the stomach stretched the transparent layers of the gastro- 
splcnie omentum. The colon, contracted and emiity, passed in front of 
tile inner portion of the tumour, under the spleen, and again in front of 
the lower part of the tumour, crossing it obUquely near its right margin. 
The body and tail of the iiancreas ran horizontally right across the tumour, 
midway between the bonier of the stomach and tiie spleen, behind tlie 
folds of the gastro-sx>lenic omentum. 

The tumour constituted a somewhat flattened and elongated siihri-e, in 
Xiarts with a lobular or tuberculatcd surface, and in x<ait .smooth. It 
occux>ied the entire vault of the diaxihrugm on the left side, the ux>igu.s- 
trium, and the left lumbar region os low ns the crest of the ilium. It was 
immoveably fixed here, and adherent to the diaphragm and to the soft 
Xiarts of the loin. The spleen and stomach were nut adherent; tlie x>an- 
creas and omentum were loosely adherent. The tumour, in the cxiigostrium, 
extended two inches beyond the middle line, x>ushiiig aside the liver and 
]irussiug on the vena cava and its branches. Some of tlie mesenteric veins 
were also compressed and enormously distended; the varicocele was quite 
effaced after death. The tumour weighed six x>ouuds. At its lower xuirt 
the vestiges of the kidney could be recognised—still pmserving the out¬ 
line of the gland. The ureter, somewhat smaller and mure transxHU’eiit 
tlian natural, but still x>ervious, could be traced into the remains of the 
X>elvis. On dividing the tumour, the muss was found to consist of a soft 
cellular eucepholoid matter, deeply iuliltruted^in parts with blood. The 
scanty remnants of the kidney, in the form of a thin layer of indurated 
corticid substance, was stretched over the lower x>art of the tumour. The 
])elvis consisted of three or four communicating loculi, tilled with u 
yellowish, gelatinous material. 

The right kidney was of its usual dimensions, and its substance healthy; 
but the infundibula were dilated, and contained eight phosphatic calculi, 
varying from the size of a horse-lrean to that of a hemxisee<l, together with 
a multitude of smaller granules of the same nature. All the other orgiuis 
of the body were healthy, and there were no secondary cancerous deposits 
anywhere. 

The positjoDB of the spleen and pancrea* were qnite excep¬ 
tional in this case. The spleen is usually carried up above 
the tumour into the vault of the diaphragm: here it lay in 
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front, and was pushed downwards into the iliac fossa. The 
pancreas is generally left undisturbed in its normal situation; 
but in tfiis case it was stretched in front of the tumour. Both 
these conditions were probaly due to the morbid growtli 
liaving commenced at the upper end of the kidney. 

It is almost certain that the hmmaturia in this cage was not 
altogether derived from the left (or cancerous) kidney. The 
earlier and more profuse bleedings were in all probability so 
derived; but the scantier haemorrhage of the later periods 
could not have had this source, because the pelvis of the left 
kidney when examined after death only contained a clear 
yellow fluid, and the secreting substance of the organ was 
completely destroyed. The scantier but more-constant hmma- 
turia, from which the })atient suffered while in the Infirmary, 
was, doubtless, derived from the right kidney, in the infun¬ 
dibula of which a number of calculous concretions were found 
after death. In further evidence of this it should be men¬ 
tioned, that the urine, while the man was under observation, 
always contained small calcareous particles composed of phos-, 
phute of lime—exactly similar in composition to those found 
in the kidneys at the autopsy. 

A typical example of infantile renal cancer was shown to me 
by Dr. Lloyd Roberts. The following are his notes of the 
case:— 


Cask III.—W. A. MeK, aged six months, was sent to me by Dr. Gran, of 
Salford, on May 1st, 1871, suffering from abdominal tumour. The mother 
stated that at the child’s birth the nurse thought he had a “full stomach.” 
When a fortnight old he suffered from a severe attack of abdomiz)al puiii 
and flatulency, requiring the attendance of Dr. Gran. After this he 
remained j>retty well until the age of three months, when it was observed 
that his abdomen was larger than it ought to bo ; and it continued from 
tliis time to enlarge. Tlio child was subject to frequent attacks of diarrhma 
daring the earlier months of his life, the stools appearing like “ boiled 
moist cabbage;" but latterly four or five days woidd elapse without any 
evacuation, the motions being dry, hard, and yellow. Up till the time of 
death he jmssed water freely; it was always clear and free from blood. 
The appetite was voracious, but he never seemed to rest until he had 
vomited his food. He suffered much from thirst. 

On the first of May tlie following was his condition J—^e was much 
emaciated. The veins of the abdominal wall were much distended. The 
nMomen measured 21 inches over the umbilicus, and was almost entirely 
filled by an immoveable tumour of somewhat irregular shape. There was 
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universal duluess over the ahdomen, with the exception of the left hypo¬ 
chondriac and hypogastric regions, where a clear bowel-sound was elicited 
on jiercussion. On the 7th July, the abdomen measured 24 inches, having 
increased three inches in a little over two months. The child died on 14th 
July. 

At the autopsy, the liver was found thin and stretched over the surface 
of a large tumour, which was found occupying the entire alxloracn, except 
the left inguinal region, into which the intestines had been pushed. 
There was no fluid in the peritoneal cavity. The liver, which was pale, 
but seemed otherwise healthy, was connected with the tumour by loose 
cellular adhesions, which were easily se.parable by the Angers, so that the 
entire tumour was removed without the aid of a knife. It was found to 
bo a tumour of the right kidney, and weighed flj lbs. The growth was 
iiTcgularly kidney-shaped, and traces of renal structure were detected 
at its posterior pai’t. On section, it was found chiefly composed of soft, 
brain-like structure, with several large cysts containing fluid, which on 
micioscopic examination w’as seen to be crowded with caudate and jiolygonal 
cells. The same bodies, in p fibrous-looking stroma, were detected in tins 
solid portions of the tumour. The left kidney was rather larger than usual, 
but was healthy in structure. No cancerous dejiosit was found in any of 
the other viscera. 

Case IV.— Primary Canoe,r of tlie rigid kidnoy, and of t/se lymphatic 
glands in the hilus. Secondary Cancer of the liver, left lung, and 
supra-rcnal capsule. (From the nates of Dr. Itenavd.) 

Hannah Hilton, »t. 69, a married woman, who had borne children, the 
last from eight to nine years ago, ceased to menstruate six yeara ago. 

She first noticed a small and hard tumour in the right iliac space two 
yeais since, which mode very little progress, and gave no jjain or incon¬ 
venience for many months. She came under treatment in the early j)art 
of December, 1845, for a chronic diarrhceo, which had for some time j)ast 
bafiled all remedies. The evacuations were most copious, of a dirty oliv(! 
colour, passed without pain or accompanied with tormina. This ulti¬ 
mately yielded to the 8ulx>hate of cojiper. 

I first examined the tumour about twelve months ago. It was painless, 
hard, Jnd not bigger than a fietal head, rising a little out of the right 
pelvic region. About a mouth from this, the tumour began to be painful 
and to increase. A feeling of crumplhfg parchment was noticed at its 
inner and lower portion. Shortly afterwards it began to extend upwards 
and backwards, in the direction of the loin ; there were flying x>ains also. 
The uterus, examined manually, was found free from the tumour, and 
apparently healthy. The colour of the skin was somewhat dirty, and this, 
together with the crumpling, were thought sufficiently ^spicious to warrant 
a belief that the real natuiu of the disease was malignant degeneration of 
the right ovary. 

I now lost sight of the case until three weeks prior to death, when I 
discovered that the tumour had gradually extended itself backwards, and 
that foirr weeks ago it began rapidly to grow, and spread in all directions, 
causing great pain and watchfulness. The woman emaciated very fast. 
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was of a deep and dirty brown colour, had sunken eyes, and a look of 
sxiffering. The nature of the disease remained no longer doubtful, for the 
nodular portions of the fungus haematodes could be most distinctly felt 
beneath the abdominal walls. The feeling of crumpling was also more 
general, os also an uc<!asioual gurgling as of air, in the intestines. There 
had been no uterine hemorrhage, no difficulty or pain in passing urine, 
and notliing unusual in the 'character of the secretion. Opiates relieved 
the pain greatly. She died on February 17, 1847. 

Aviop-iy .—Body greatly emaciated. In the alslomen there was a large 
fungoid tumour, exteuding (juito across and to the right side and loins ; 
ji'i-ssing obliquely over it was the colon, which was partially adherent, as 
were also some of the small intestinal folds. The tumour was not at all 
ailhcront to the interior of tlie abdominal walls. The uterus and ovaries 
were (|nitc free from any disease, and were merely bound together with false 
luombraiioas bands. The tumour had no pedicle, and though most care¬ 
fully removed there wore iio connections fouud other than such as had been 
set up through jieritoneal irritation. The abdominal cavity did not contain 
any dropsical effusion. The entire mass being removed, together with the 
liver, to which it was adherent, the right kidney was found so entirely 
degenerated into encephaloid matter, and so closely incoiporated with the 
tumour, that nothing but a most careful dissection could have detected 
its truu nature. It was enlarged to double its usual size, and no vestige 
of its proper structure remained ; tlie vessels were however found entering 
the lulus ; and the supra-reual cajisule, also aflccted with encephaloid 
cancer, was in its usual imsition, and, in size and shape, bore a resemblance 
to a very largo chesnut. 

In the largo tumour, which appeared to have its origin in tlie lymphatic 
glands of the hilus, were some cysts, filled with a grumous matter or with 
a semi-trauspareut jelly-like substance. The great mass was a homogenous 
and soft cancer, breaking down in most parts, but in some places as hard 
as cheese. The tumour was rounded, and about four inches thick, where 
it lay in the loin on the right side, and gradually became more thin 
toward the left margin, where it dipped beneath the stomach, surrounding 
the aorta and vena cava, in one portion of which cancerous matter was 
found. The extreme breadth of the tumour was nine inches. 

The lower margin of the liver was cancerous where the tumour came in 
contact with it, and some other small cancerous tubera were found on its 
surfoee. The gall-bladder coutaihed many calculi. On the surface of the 
lower lobe of the left long were several tubera, and one as large as a small 
apple. The heart, left kidney, spleen, right lung, and other parts were 
healthy, and free from all traces of disease. 

Dr. Hounsell has kindly fiimished me with the notes of the 
following hitherto unpublished case. It illustrates the usual 
features of the disease as it appears in children. 

Case V. —Encephaloid diaease of the right kidney in a Child. {From the 
notes of Dr. Hounsell, of Torquay.) 

Bichard Bradford, four years of age, was admitted as out-patient of the 
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Torbay Infirmary about ten days before his death. He was suficrin^ from 
a laiige tumour occupying the umbilical, right hyjiochondriac and lumbitr 
regions. Its surface was dull on percussion, and the dulness was con- 
tinuoim with that of the liver. The child was of a sallow appearance, and 
much emaciated. The tumour had been detected three months previously, 
and had grown nv]>idly. Hamiatui'ia had been noticed shortly bei'oi-c the 
discovery of the tumour. 

Autopsy .—The tumour was found to involve tlie right kidney; it weighed 
10 lbs. 144 ozs. ; it was smooth on the surface, and to the touch felt firm 
in some places, and soft, almost lluctuutiug, in others. Hear it lay a sup¬ 
plementary tiiuionr about the size of an orange. On cutting open the 
tumour it was found to consist of soft biuiu-likn substance, containing 
two or three large cysts filled with about half a pint of dark fluid. The 
tumour sprung from the upjMir portions of the kidney, and liad absorbed 
all the organ except two of the pyramids, which remained intact. The 
ureter, the left kidney, and all tins other organs were healthy. The liver 
was adherent to the tumoui', and the ascending colon ran along its lowin' 
border, and could not be detected in front of the growth during life. 


Case VI .—Eiwniwus malignant disease of the left kidney. {Laueet, 
1866, I. 626.) 

J. B., aged six years, was admitted into the Middlesex Hospital, under 
Dr. Hawkins, May 2i), 1866. J. B., born of healthy parents, was one of 
a family of tun children, of which live wore still living, the othei-s having 
died of acute infantile diseases. When the child was six weeks old his mother 
noticed that both left,extremities were larger than the right; the skin was 
looser, and the muscles she describes as being less firm than those of the 
opposite side. She was so struck with the difl'erence that she consulted a 
medical man about it. At three yeaiw of age the child hud hooping-cough, 
and shortly after measles, but he never had scarlet fever. The abdomen, 
the mother believes, was always rather larger than could be considered 
natural, butthishad not been toa marked extent. With these exceptions, 
tlie child had fair health until the middle of April, 1866 (six weeks before 
admission), when he was suddenly seized witti sickness; and from his 
appearance the mother believed him to be very ill, and though far better 
on the following day, so much as to be able to walk out of the house, he 
did not regain his appetite for about a week. Daring this illness the 
mother accidentally discovered a tumour in the upper part of the left side 
of the abdomen. It then appeared to be almost circular, and about two 
inches in diameter. It was not perceptible to the eye, but its lower 
margin could be distinctly felt; it was very hard, but not painful, nor did 
moderate pressure cause any inconvenience. She believes that it gradually 
increased in size after she first discovered it, till she brought the child to 
the botg>ital, and daring this time she noticed that he had quite regained 
his appetite, which had, in fact, become voracious, and though he ap¬ 
peared fatigued after moderate exercise, he was able to walk without effort. 

StcUe on admission .—Bather emaciated; abdomen very much swollen, 
especially on the left side, where the veins were enlarged and tortuous ; 
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the left extremities were considerably laiger than the right, owing to the. 
soft parts being nrach firmer and the muscles apparently better developed ; 
there was, however, no difference in length. Upon manipulation, a 
tumour could be felt, of somewhat globular form, about three inches in 
diameter, occupying part of the left hypochondriac, left lumbar, and um¬ 
bilical regions; its lower margin was well defined, but its upper boundary 
could not be nsoortained—the dulucss on percussion, which was complete 
over all jiarts of the, tumour, being there continuous with that of the 
spleen. The patient ate, drank, and slept well, was able to sit up the 
greater i»art of the day, walked frequently up and down stairs, and did not 
coinqdain of ]iain. 



Flo, 68, ^iionuous Cancer of the left, kidney. Case of J. B. From a drawiaig hy 
J. Z. Lanrenca 

From this time the patient continued under observation until his death, 
a period of nearly twelve months. The tumour continued rapidly to grow, 
until it attained enomous proportions. On the 1st of August, the fol- 
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lowing note was taken;—“Thetmnour extends half an inch helowtho 
umbilicus, and about the same distance to the right of the niesian line; the 
abdomen generally is much more swolleu, and tho veins an; much huger. 
The patient W'alks ol)out tho garden for an hour or two every day, and 
though taking a large quantity of food, and eating very frequently, is 
daily becoming more emaciated. He appears to sufler no inconvenience, 
except that caused by the bulk of Uie tumour, the large size of the abdo¬ 
men being such as to impede progression. He complains of thirst, and 
evinces a desire to drink frequently of cold water. The bowels act with 
lugularity; and the urine, which is frequently voided, and in quantity 
rather above tho natural standard, presents no abnormal appearances.” 

The patient continued to go about till September, and to walk up and 
down one flight of stairs to and from tho wanl without assistance. About 
the middle of the month, after having spent some time in the garden of 
the hospital, he fancied himself unable to get back, and was then for the 
first time carried np-stoirs. After this, ho was almost constantly con¬ 
fined to his bed. The tumour gradually increased in size until his death ; 
ior some time previous to which, iiwlistinct fluctuation cotild be felt in 
some parts of it. The abdomen, about tho middle of December, measured 
in circumference 36 inches, and at the end of Mareh upwaids of 42 inches. 
Tor the last two mouths ho suficred much from dyspnoia; and for tlio 
last three weeks, had constant orthopnoen, and daily increasing cedema of 
the left leg. Tlic appetite, however, remained iuordinate till the last; and 
the bowels, which had continued to act regularly till within a short time 
of his death, had recently become somewhat coustqKited. Ho sank gradu¬ 
ally, and died April 7th, 1856. 

The annexed drawing of the patient was taken shortly before death, by 
Mr. J. Z. La’.irencc, and kindly place by him at my disimsal. 

Attliipsy, fifty-four hours after death.—The whole of the abdomen, ex¬ 
cept the right Inguinal region, was occupii'd by a large ghdmlar tumour, 
anteriorly firmly adherent to the parietea, and covered by ])eritoncum ; 
posteriorly, lying in contact with the psoas muscle ; the small intestines 
were thrust down to the right inguinal region ; the spleen and liver were 
driven upwards into the thorax : the whole of the transverse colon was 
firmly adherent to the tumour; and o portion of the descending colon, 
which ran along the front, was for a short distance imbedded in it. The, 
tumour, when removed from the body, weighed thirty-one pounds. Traces 
of kidney structure could be recognised, as if spread out over tho entire 
substance ; large mosses of medullary cancer were visible on its surface. 
Upon section, the centre was found to be occupied by several pints of 
dark, thick fluid, floating in which were several fragments of the broken- 
down cancerous mass ; the more solid portions varied in consistence from 
tliat of firm medullary cancer to gelatinous matter in a semi-fluid state, 
large masses of it being found in every stage of degeneratiod ; the kidney 
on tho opposite side was much enlarged. No cancerous deimsit was found 
in any of the other viscera.* 

* Some further particulars of the ^ott-mortem appearances in this case are 
supplied by Dr. Van der Byl (Path. 80 c. Trans., vol. '>iii.) , 
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Diagnosis .—We have seen that in nearly all cases of primary 
cancer of the kidrifey, a palpable tumour exists in the flank. 
If profuse haematuria co-exist with such a tumour, scarcely a 
doubt can remain as to the seat and nature of the disease.* 
But when there is no haematuria, the diagnosis becomes more 
difficult; indeed, there is scarcely any morbid condition which 
has been so frequently misapprehended. Renal cancer has been 
generally mistaken for enlargements of the surrounding organs 
—of the liver, spleen, ovary, or uterus; but sometimes for 
ascites, aneurism of the aorta, or perinephritic abscess. It has 
also been mistaken for tumours of the kidney of a different 
character—for pyonephrosis, hydatid, cystic degeneration, and 
hydronephrosis. Some of these errors were doubtless un¬ 
avoidable ; but most of them arose from an imperfect know¬ 
ledge of the diagnostic marks of renal tumours, and from 
the undue weight attached to the absence of hsematuria. As 
a ijositive sign, associated with abdominal tumour, haeraa- 
turio—^profuse, spontaneous, and recurrent—^is of the highest 
significance; but its absence signifies comparatively little. In 
nearly half the cases collected by me, haamaturia was wholly 
absent from first to last; and in those cases in which 
htematuria was noted, intervals of many weeks or months 
elapsed in several of them, during which the urine was per¬ 
fectly normal. 

In those numerous cases, therefore, in which the observer 
derives no help from the examination of the urine, he must 
rely on his skill to ascertain the anatomical relations and 
nature of the abdominal tumour. In prosecuting this inquiry’, 
lie will especially endeavour to eliminate tumours of the liver, 
spleen, and ovaries—these being, from their comparative fre¬ 
quency, the most likely to load astray. 

If the intumescence occupy the right side, it may be distin¬ 
guished from hepatic tumour, especially when not very large, by 
the possibility of tracing its upper limits below the margins of 

* Thfl co-existence of these two symptoms is not, however, ahmlvtdy diag¬ 
nostic of renal cancer. In a case of enormous enlargement of theqileen 
(leacocytheomic) in the Manchester Infirmary, there was profuse hematuria 
for aevenl days. After death, some months subsequently, the kidneys and 
bladder jete found perfectly healthy. 
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the ribs,; the side of the hand can gencrallj be so inserted at 
the edge of the ribs, that the tumour can clearly felt to lie 
below it, and the liver above it. Along this line a coil of 
intestine usually lies, and yields a tympanitic sound on per¬ 
cussion. This sign is lost, however, when the renal growth 
contracts adhesions to the under surface of the liver; also 
when it projects disproportionately into the right hypochon- 
drium, and displaces the right lobe of the liver. When this is 
the case, assistance may be obtained by feeling for the thin 
margin of the liver as it lies applied to the abdominal wall. 
Another important sign in such a case is the position of the 
colon. Hepatic tumours have no intestine in front of them 
(unless there be malposition of the viscera), and yield a dull 
note over their entire surface. Renal tumours, on the other 
hand, have the ascending colon in front, passing obliquely' 
from below upwards and to the left; and the passage of flatus 
along the gut, or the clear percussion note over it, will rarely 
fail to indicate its position. 

A splenic enlargement is distinguished by the following 
signs:—absence of the descending colon in front; its rigid, 
somewhat thin, borders (not rounded); its extension upwards 
under the ribs; its mobility; generally, a tympanitic note 
is obtained in the extreme left lumber region; often, on 
deep percussion, a bowel sound is perceived through its sub¬ 
stance, which is not thick (a renal tumour is absolutely 
dull on the deepest percussion); antecedent history of ague 
or remittent fever, or evidence of leucocythmmia on examina¬ 
tion of the blood ; the direction of the enlargement is down¬ 
wards and inwards to the epigastrium and umbilicus, and not 
toward the iliac fossa. It also rises higher toward the axilla 
than a renal growth. When the latter rises from the upjxjr 
and fore part of the kidney, and pushes forwards and upwards 
rather than downwards, the diagnosis becomes very difficult, 
and depends mainly on the absence or presence of the colon 
in front of the enlargement,-and hints derived from the pre¬ 
vious history or the state of blood on microscopic exami¬ 
nation. 

When the tumour presses forwards and downwards toward 
the umbilicus and the pubic and iliac regions, it is apt to be 
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mistaken for ovarian tumour. The commemorative symptoms 
may here yield valuable information, though the statements of 
]»atientR on sucli points are always to be accepted with reserve. 
An ovarian growth begins in the iliac fossa, and ascends; a 
renal growth begins in the flank between the ribs and the crest 
of the ilium, and descends. An ovarian tumour has no bowel 
in front of it, and the bowels are pushed into the lumbar, 
l egion, where a clear sound can be elicited—exactly in the spot 
where the dulness is most complete when the tumour arises 
Irom the kidney.* This last sign also serves to distinguish 
uterine from renal enlargements. 

An encephaloid kidney can only be confoimded with ascites 
when it is extremely soft, and fills the entire abdomen. The 
two conditions may be distinguished by the circumstance, that 
in ascites both flanks arc dull, whereas in renal tumour one is 
dull and the other resonant. 

When the tumoUr has been satisfactorily made out to be 
connected with the kidney, there still remain difficulties in 
deciding its nature. Malignant growths generally give a 
distinct impression of their solid structure. This distinguishes 
them from hydatid, purulent, and hydroncphrotic cysts ; but 
the consistence of the tumour is often very difficult to appre¬ 
ciate : if it l)c small and deep-seated, and the abdominal walls 
thick, the sense of fluctuation- in a fluid cyst may be exceed¬ 
ingly obscure ; on the other hand, encephaloid tumours some¬ 
times yield a quasi-fluctuation which is very deceptive. In 
these doubtful cases, the presence of pus, or blood, or hydatids 
in the urine, of rigors, of nephritic colic, or of cancerous 
cachexia, supplies hints which incline the judgment in this or 
in that direction. 

Prognosis .—The ultimate termination is, of course, always 
fatal. In judging of the probable survivorship of the subjects 

* A case is rciwrted by Dr. Circcnbalgh (“Tumours complicating preg¬ 
nancy,” St. Barth. Hos]). Ueps., Vol. i., 8i)), in which a tumour supimsed to 
Im ovarian acted as a complication in tw» pregnancies ; and the propriety of 
removal was about to he entertained when the patient again liccame pregnant. 
She died without obvious cause three weeks after delivery at the full term, 
and the autopsy showed that the supposed ovarian tumour was really the 
loft kidney in a very advanced stage of ceiebriform disea-se. It weighed 
27 lb. 3 os. 
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of renal cancer, the age of the patient is of great importance; 
the mean duration of the disease is at least three times as great 
in adults as in children. There is, however, nothing like exact 
proportion observed in this respect. In a girl of twenty-one, 
whose case is described by LangstafiF, the disease lasted (with 
haBmaturia) for six years. Contrary to what might have been 
expected, the occurrence of hasmatnria docs not appear to 
liasten the final catastrophe: the mean duration is almost 
exactly the same in the haemorrhagic cases, as in those in which 
the urine was throughout normal. 

The disease appears in some cases to become dormant for a 
while, making no appreciable progress for many months. In 
an instance of this kind recorded by Dr. Brinton, the stationary 
condition (which Dr. B. had flattered himself might pass into 
permanent obsolescence) came suddenly to an end, with death 
of the patient, through copious hmmorrhage into the tumour. 
(Brit. Med. Journ., June 13th, 1857.) 

Treatment .—The management of a disease so hopeless is a 
melancholy duty. When the tumour is painless, and the urine 
natural, there is little for the practitioner to do beyond placing 
the patient in favourable hygienic circumstances. When the 
tumour is tender, or there are signs of local inflammation in 
its vicinity, warm baths or emollient applications may bo used 
from time to time. It may be doubted whether it is prudent 
to interfere with a moderate hsematuria. The losses of blood 
do not on the whole act disadvantageously. When, however, 
the haemorrhage becomes excessive, means must be used to 
control it. Ice may Ikj applied to the tumour, and acetate of 
lead or gallic acid administered internally. The clots which 
form in the ureter and bladder sometimes occasion the most 
poignant suffering by blocking-up the urethra, and causing 
retention of urine. The impacted masses should be pushed 
back into the bladder by means of a catheter, and the coagula 
broken up by washing out the organ with warm water. 

As the disease advances, severe constitutional irritation sets 
in, which requires to be palliated by opiate and other anodyne 
medicines.* 

* A cnrions case is reported in the Philadelphia Medical and Surgical Ke- 
porter for 1861, p. 126. A man of 58 bad had a tumour in the tight hypo- 
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B.—8EC0NDAEY CANCER OF THE KIDNEY. 

Secondary cancerous deposits occur in the kidneys, in the 
fom of nodules varying from the size of a pea to that of a 
marble or walnut. Ten or twenty such nodules arc not unfre- 
qucntly found scattered through the cortical substance; the 
intcn'oning renal tissue shows no sign of disease; the urine iS 
normal, and no pain or other symptom betrays their presence 
during life. The following case offers an example, marked by 
some very unusual incidents, of extensive cancerous disease of 
the urinary organs, involving primarily the bladder and its 
vicinity, extending thence to both kidneys, of which the right 
was undergoing saceulation from compression of the corre¬ 
sponding ureter by the cancerous mass at the base of the 
liladdcr. 

In January, 1802, I was requested by Dr. Crompton to sec with Iiiui ii 
shopkeeper, aged 38, who was then Buflering from ha-iriaturia and ^laraiysis 
of the bhuldci-. The )iatient gave the following account of himself:—Three 
yi'ors previously, witliout known sansc, he liad an attiu;k of hsematiuia, 
!iee.onii>anied with exceasively frequent inictnrition, pains in the lack and 
bottom of the belly, but without vomiting or retraction of tlie testicle. 
These symx>toni8 piissod off, under medical treatment, in two montlis, and 
(apimrently) complete recovery soon ensued. 

After an intert'al of throe years, during which the patient’s health con¬ 
tinued in every respect undisturbed, the present atbick abruptly com¬ 
menced. Tile jiatieiit was seized, six weeks before my visit, with violent 
pains in the loins tuid hyiiogastriruu, accompanied by painful and exces¬ 
sively frequent micturitiim and bloody urine. All these symptoms came 
on simultaneously. There was neither sickness nor vomiting. Tlie 
attempts to void urine were incessant—evciy ten or fifteen minutes during 
the day, and so constant at night that the ]Mtient scarcely obtained any 
sleep. Matters coutiuned thus for three weeks; the patient, meanwhile, 
did not keep his bed, and he attended, us well as he was able, to his duties 
in the shoji. 

But a new train of symptoms now showed themselves. The incessihlt 
micturition was succeeded by a total inability to empty the bladder, and 
the legs and lielly began to swell rapidly. At this conjuncture Dr. Cromp- 


chondrium for six years. It was supposed to be “cystic disease” of the 
fiver ; and his surgeons deliberately proceeded to remove it by operation. The 
tumour (which weired 2^ lbs.) was accordingly removed, but on examination 
it proved to be the right kidney, wholly converted into on encephaloid mass. 
The patient survived fifteen days. 
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ton’s aid was obtained. On cxiuniniug the patient he found considerable 
,.TScites, anasarca of the lower extremities, and retention of urine. Thivo 
pints of a sanguiuolent urine were immediately withdrawn by catlictcr 
from the distended bladder; the patient was directed to keep his bed, 
and treated with alkaline diluents and nightly sedatives. Ginat relief 
followed tills treatment, but the j>atient still continued unable to void a 
drop of urine spontaneously, and catlieterism had to be practised twice 
5 day. 

His condition at tlio date of my visit was as follows:—There was 
extreme pallor of the surface; considerable, emaciation ; no pyrexia ; 
the tongue was moist, slightly ftuTeri. The legs were no longer cede- 
matons, but considerable ascites stiU remained. The bbidder was distendisl 
almost to tile umbilicus ; there, was no pain, and the loins were not 
sensitive to pressure ; nor was there any tumour to be felt in the renal 
region ; the movements of the patient were active, and lie was cheerful luid 
lively. 

About a quart of bloody ni'ine was inmoved by catheter. A little pure 
blood came, through the instrument first, then almost clear urine, and as 
the bhuldiir became empty, the urine again became niddy, the last few 
drops being almost jairo blood. Hr. Ciompton stated that a little bleeding 
always followed the morning and evening catlieterism. 

A careful examination of the urine yielded tlie following :—It was feebly 
.alkaline from fixexl .alkali (derived from meslieino) ; si), grav. 1007 ; on 
standing, the blood-eoipusclcs subsided, and formed a very red, slightly 
clotted layer, at the bottom of the urine-glass. Under the microscope 
there were found, in addition to the. blood-disks, a few corpuscles with cleft 
nuclei—probably pale blood-corpuscle.s—^Irat no renal elements—neither 
epithelium, nor casts, nor any suspicious (qnasi-canccrous) colls of any 
.sort, though diligently looked for. The proportion of alWmen was no 
more than corTospouded to the, blood pi'cscnt. 

The i»itient from this time gradually but steadily improved. The 
bladder slowly recovered the power to exiiel its contents ; the urine became 
less and less bloody, and finally clear, and free from albumen. 

Kight months aftonvards (August 26, 1862) the patient waited on me. 
lie was still pole and thin, but reported himself well, and had for the last 
six months been able to piumre his avocation. 

1 heard notliing more of the case until June 22, 1868, when I was sum¬ 
moned to visit the same man with Dr. Nesfield, under whose care the 
]>atient came after Dr. Crompton’s departure from town. 1 found him in 
a desperate condition—cmmiiated to a skeleton ; so weak that he could 
not turn in bed, nor raise his head front the pillow. There was no ana¬ 
sarca nor ascites. Great pain was complaiueil of in the right renal region, 
but no tumour or fulness existed there. The urine was loaded with pus, 
and highly ammoniacal. Six days after, the patient died. 

Autopsy .—On opening the abdomen and pushing aside the small intes¬ 
tines, a cancerous mass, lialf as laige as the fist, was found implicating the 
base of the bladder, especially atout the entrance of the right ureter. 
"Within the viscus, a soft sprouting fungus of the sixe of a ken’s egg, was 
seen springing from the trigone ; it was rounded in shape, elevated about 
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an inch abovo the level of the mucous membrane, mid veiy red. On and 
about it, occupying the inequalities of its surface, lay a quantity of calca- 
luous or phosphatic matter, deposited in in-egular masses. Small masses 
of a similar nature had been observed to come away with the urine for 
some weeks before death. 

The right kidney was a little larger tlian natural; it felt flaccid and 
holloweiL On section, six cancerous nodules as large as marbles, and 
sa^reml smaller ones, wore counted in the cortical substance. Konc of 
these were softened, nor communicated in any way with the piJvis of the 
kidney. Tlic organ was sacculated to a considerable extent. The pyiauiids 
wore in gi’eat jiart absorlied, and the remainder of the renal structure was 
converted into a reddish, leathery substance. The pelvis and infundibula 
were much dilated. The ureter was enlarged to the size of tlic index 
Anger, and near its entrance into the bladder, its calibre was almost 
cfiaced by the cancerous mass at the base of the bladder, through which it 
jiassed. Broken fragments of calcareous matter lay scattered in the 
dilated i»elvis, which, together with the ureter, contained a quantity of 
luinous ammoniacal pus. 

The left kidney contained eight or ten nodules similar to thost! in the 
right. The intervening renal tissue was perfectly healthy ; the ureter was 
free, and the pelvis undilatcd. 

This case presented several points of difScnlty. At the time 
of my first visit the symptoms indicated pretty clearly an 
affection of the bladder : and as no stone could be detected on 
sounding, and no pus passed with the urine, the probability of 
the existence of a bleeding fungus seemed strong. The other 
possibility was renal calculus. The previous history favoured 
the latter view ; the patient had recovered perfectly from his 
first attack of hajmaturia three years before—a result quite 
conformable with the idea of renal calculus, but much less so 
with that of fungus of the bladder. Then again, how explain 
the ascites and anasarca ? They could not be attributed to 
the losses of blood and hydrmmia consequent thereupon, for 
they passed away before the hsematuria ceased. It appeared 
more likely, that the dropsical symptoms and the paresis of 
the bladder were companion phenomena, of a paralytic nature, 
produced by the reflex results of the antecedent intense irrita- 
biliiy of the bladder, acting upon the nerves of the bladder 
and of the blood-vessels of the lower half of the body. 
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I N the records of medicine a number of cases may be found, 
in which the kidneys were the seat of adventitious growths 
of osseous, fibrous, fibro-fatty, cartilaginous, or glandular 
tissue. ‘Generally speaking, such growths do noi^ unless they 
are large enough to constitute a palpable tumour in the abdo¬ 
men, produce any appreciable symptoms during life; and they 
offer more of a pathological than clinical interest. They are 
all extremely rare. 

1 . Ossmis growths .—Mention has already been made of the 
ossification which sometimes takes place in the fibrous septa 
which separate the compartments of a sacculated kidney (see 
p. 457 ). 

Sometimes a fibrous or cartilaginous tumour grows in the 
substance of the kidney, and subsequently ossifies, transform¬ 
ing a large part of the organ into a bony mass. The tunica 
propria has also been known to undergo ossification. Bayer 
states that Dr. Elliotson sent to him two bony sliells formed, 
by the ossified tunica propria and pelvis of the kidney, taken 
from a man who died with symptoms of apoplc.xy. 
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2. Fibrom and fibro-fattij growths ,—Dickinson and Bristowc 
have each recorded a case, in which the major part of the 
kidney was replaced by a morbid growth, composed of a 
matrix of fibrous tissue, in the interstices of which were soft 
masses of free fatty matter unenclosed in cells. In Dickinson’s 
case Die tumour weighed 6 lb. 7-J- oz., and formed a pereeptible 
tumour in the right hypochondrium. After death, a coil of 
intestine was found in front of the tumour, but so compressed 
and empty that its nature was not likely to be recognised 
during life. Wilks records a case in which a tumour was found 
on the right side of the abdomen six years before death ; it 
was partly solid and partly fluid, and was by some diagnosed 
as cancerous. On jiost mm tm examination, the right kidney 
was found converted into a tumour the size of a young child’s 
head. This was found to consist of a solid growth on one 
side bcarii\g a striking resemblance to the flbro-cartilaginous 
tumours sometimes met with in the neck, but which was found, 
on microscopic examination, to consist exclusively of fibrous 
tissue; and on the other side a cyst was found, which on 
section was seen to be due to the enormously distended pelvis. 
The new growth had slowly invaded and destroyed the renal 
tissue, while it gradually distended the capsule, and thus pre¬ 
served the general form of the kidney. 

In the case described by Godard, the lower half of the kidney 
was converted into a large mass of ordinary adipose tissue. A 
calculus of considerable size was lodged in the dilated pelvis. 
A somewhat similar transformation is described by Dr. Hullett 
Browne, complicated with calculous pyelitis, and renal fistula 
oiTcning in the left loin (Path. Soc. Trans. Siii. 132). 

Adipose tissue is, in other cases, deposited in great quan¬ 
tity, not in, but around the kidneys, so as evidently to inter¬ 
fere with their functions. In the museum of the Manchester 
School of Medicine there is a preparation in which a pale and 
atrophied kidney is enveloped in a firm investment of dense, 
granular, fibro-fatty tissue, fully an inch thick. The same 
tissue penetrates deeply into the hilus, so as to compress the 
blood vessels and excretory channels. 

8 . Lymphatic growths.—YixGhoyf, Friedreich, and BOttcher 
have described growths or deposits in the kidneys of leucoey- 
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thaiioic individuals, similar to those found under the same 
circumstances in the spleen and lymphatic glands. 

4. SypMUk deposits in (he Kidneys .—It seems well ascer¬ 
tained that the waxy or lardaceous type of chronic Bright’s 
disease is frequently due to constitutional syphilis. Out of 
145 cases, collected by Fehr, 34 were attributed to this cause 
(see p. 398); and in 27 cases of constitutional syphilis exa¬ 
mined by l)r. Moxon,* the kidneys were found lardaceous in 
no less than 12 instances. 

The occurrence of gummy tumours and cicatrices (such as 
occur in the liver) is rare, though not unknown, in the kidneys 
of syphilitic persons. Both Cornil and Lancercaux give ex¬ 
amples. In Lancoreaux’s case there were found on the surface 
and in the thickness itself of the cortical substance of the 
kidneys small tumours of the size of a pea, of a yellowish- 
white colour, and presenting, on examination by the micro¬ 
scope, the cellular and nucleated elements found in gummy 
syphilitic tumours elsewhcre.t 

Dr. Moxon gives a i-emarkablc case, in which a gummy 
tumour, as large as a small i)otato, existed in the left kidney 
of a syphilitic woman. It had a regular nodose outline, and 
was composed of a yellowish substance, quite uniform in 
appearance, and which was firm, hard, and tough. It yielded 
no juice on scraping. Under the microscope, the mass was 
found to consist of small corpuscles crowded together, first 
obscuring, and then destroying and replacing the proper tissue, 
and then themselves perishing into a heap of fat grains and 
globules—all which exactly corresponds to the usual character 
of syphilitic gummata. The general character of the kidney 
was that of the large pale lardaceous kidney.J 

* A contribution to the history of visceral syphilis by Dr. Moxon.—day’s 
Hosp. Bep. 1868. 

t Lanoereaux. Treatise on Syphilis—Syd. Soe. Trans., vol. i p. 298. A 
case of syphilitic gummy tumours of the kidnoy is recorded at great lengtli 
(with a drawing) by Faolucci from the Clinique of Frof. Cautani of Naples in 
ll Morgagni im June, 1874, p. 413. * 

The power of the syphUitie poison to produce acute Bright’s disease 
appears doubtful, Lancereaux cites two cases of albuminuria nqrarted by 
Ferroud, which accompanied the secondary period of syphilis—some four or 
nix months after the indurated chancre—and which appear to have issued 
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5. Wagner has published two cases in which one kidney was 
converted into a large tumour, composed apparently of a com¬ 
bination of epithelial structure, fibrous tissue, and glandular 
(pancreatic) sarcoma. Both were female children—one nine 
months and the other eight years old. 

favonrably. Mr. Bradley of this town (Brit. Med. Joum. 1871, i. p. 116) 
baa also recorded a case of acute Bright’s disease, with general anasarca in an 
infant suflcring from congenital syphilis. The renal affection subsided pari 
pasau, with the disappearance of the cutaneous syphilide. Until further proof, 
it may be doubted whether these were not examples of a fortuitous coincidence 
of two independent morbid conditions. 
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D eposits of tubercle in the kidney may be ^yrimarij or 
seemdary. In the former case the kidney and its 
appendages arc the seat of extensive disease, which runs on, 
attended with severe urinary symptoms, generally, if not 
always, to a fatal conclusion. In the latter, the deiwsits form 
a part-manifestation of general tuberculosis, or constitute 
incidents in the course of primary tubercle of the lungs, 
intestines, or some other organ; 'secondary deposits rardy 
give rise to symptoms, and are mostly unsuspected until the 
autopqr. 

The comparative frequency of tubercle in the kidney may be 
judged of by the following numbeni, which must be under¬ 
stood to embrace both primary and secondary deposits—^the 
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latter being, especially in children, by far the most frequent. 
Out of 1317 tuberculous subjects, examined in the Pathological 
Institution of Prague (out of a total of 6000 bodies), tubercle 
in the kidneys was found 74 times, or in the proportion of 5-6 
per cent, of all tuberculous subjects.* Among 315 tuberculous 
children, Rillict and Barthez found tubercle in the kidneys 49 
times, or in the proportion of 15‘7 per cent. From these sta¬ 
tistics we may gather that the kidney is nearly three times 
more liable to deposits in tuberculous children than in tuber¬ 
culous adultB.t 

A.—PEIMARY TUBEECLE OF THE KIDNEYS. 

(Tuberculous Pi/elitis.) 

The statements made in the following pages are mainly 
based on an analysis of 35 cases, most of which arc derived 
from the sources indicated at the head of the chapter. 

MorMl anatomy .—The disease (which always implicates 
more or less extensively the excretory apparatus as nrell as the 
gliind itself) begins in the kidney, and extends downwards into 
the pelvis, ureter, and bladder; or it begins in the pelvis, and 
spreads upwards into the kidney, and downwards towards the 
bladder ; or all these parts may be invaded simultaneously 
or in quick succession. In the kidney, the deposit begins in 
the form of grey or yellow nodules in the cortical part: these 
afterwards coalesce into larger masses of crude tubercle, and 
extend into the pyramids. These masses at length soften in 
the centre, and eventually open into the infundibula. In this 
way abscess-like cavities arise, with anfractnons boundaries 
of tuberculous matter, which communicate with the pelvis, 
and discharge pus and broken masses of tubercle into the 
stream of urine. 

In the pelvis and ureter, the deposit first begins in the sub¬ 
mucous cellular tissue,! where it forms a rough, granular, 
semi-transparent or opaejue layer. It subsequently softens and 

• Prager Viorteljahmh., Bd. 1. p. 1 (1856). 

■)■ I otoit Uie statisticjs o£ Dr. Cliambers, because there are some discrepan¬ 
cies in his tables which 1 have been unable to reconcile. 

J See an observation by Dr. Handheld Jones, in the first vol. of the PatL 
Soe. Tians., p. 283. 
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diBintegrates, causing extensire destruction of the superjacent 
mucous membrane, which is discharged in shreds with the 
urine, mixed with pus and blood. The deposit is sometimes 
so abundant and uniform in the ureter, that that tube is con¬ 
verted into a thick rigid cylinder, of which the available bore 
is greatly narrowed, or even altogether obliterated. In a 
specimen submitted to me by Dr. Leech (case to be presently 
. related), the interior of the pelvis was thickly encrusted with 
calcareous matter, and one of the ureters was completely 
occluded near its centre by an oval mass of tubercle about the 
size of a horse-bean. 

Extensive destruction of the renal tissue eventually takes 
place, both from the encroachment of the tubercle-masses, and 
from sacculation and dilatation of the organ by the blocking 
up of the ureter (pyonephrosis). Sometimes no vestige of the 
secreting tissue remains ; but more commonly certain portions 
are preserved, and these may present a moderately healthy 
appearance, or be far advanced in degeneration. In other 
cases the ureters are oijon and dilated, and admit free pas¬ 
sage to the urine, pus, and tubercular dftris; the kidney 
then maintains its normal dimensions, or it may even be 
contracted. 

Aetual tumour (pyonephrosis), detectable during life, is 
mentioned in 7 out of our 35 cases. It seldom reached great 
dimensions, but in one instance related by Ammon, it filled 
the entire side of the abdomen, from the false ribs to the crest 
of the ilium. 

The disease is sometimes limited to one side, but much 
more frequently it invades both. Out of 32 cases which supply 
information on this point, the two sides were affected in 19, 
and one side alone in 13 cases. Of the latter, the right kidney 
was affected seven times and the left six times. 

In addition to the kidney itself, and its immediate apixjn- 
dages (pelvis and infundibula), the disease almost invariably 
involved the ureter (in 30 out of 32 cases), and very frequently 
the bladder (in 21 cases). The urethra was involved in seven 
cases. 

In the male sex, the disease* not unfrequently implicates the 
generative organs (prostate nine times, vcsieulas seminales 
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six times, testicles four times) ; bnt it is otherwise in the 
female sex. In only one instance (to be presenily related) 
out of nine females, were any of the generative organs in¬ 
volved.* 

The disease veiy rarely runs its entire course without the 
occurrence of tuberculous deposits in other and unconnected 
parts of the body. Thirty cases were examined with sufficient 
minuteness to supply information on this point. The lungs 
were affected 28 times ; the abdominal glands, 14 times; the 
intestines, 19 times ; the osseous system, 5 times ; the perito¬ 
neum, 5 times; the spleen, 3 times ; and the liver, once. 

In one case the ulceration (tuberculous) in the bladder opened 
a commimication with the rectum (Basham) ; in another, a 
vesico-vaginal fistula resulted from a similar cause (Mosler) ; 
in a third, the suppurated kidney burst into the peritoneal sac 
(Lundberg, Schmidt’s Jahrb., Bd xci. p. 74). 

Etiology. —The direct exciting cause of renal tubercle is 
generally inscrutable. Cold is the cause most firequently men¬ 
tioned ; the patients came, in several instances, from con¬ 
spicuously tuberculous families. Men are more liable to this 
complaint than women—in the proportion of 21 of the former 
to 12 of the latter. No age is altogether exempt. The youngest 
case noted was a child of three years and a half, and the oldest 
(mentioned by Dittrich, and not included in the table) was 
a man of seventy-one ; but the greater number occurred in the 
middle periods of life. The following table gives the precise 
ages in 31 cases;— 


From 0 to 10 years 


>> 

10 

99 

20 . 

. 6 

»> 

>1 

20 

99 

30 „ ... 

. 6 

99 

99 

30 

99 

40 „ ... 

. 9 

99 

99 

40 

99 

60 . 

. 5 

99 

99 

SO 

99 

60 ., ... 

. 2 

99 


4 cases. 


* The nrotval independence of inbercnloms of the nrinaiy and generative 
nystems in the female, is further shown in a converse manner by Dittrich. 
Out of 4S cases of tuberculosis of the female genital organs, he only found one 
in which the disease also implicated the urinary organs (Ardiiv der Heilkundo, 
1863, p. 804). Virchow describes an additional example of tWs rare conjunc¬ 
tion, in which urinuy tuberculosis ■was associated with secondary deposits in 
the vagina (Archiv fttr Path. Anat., Bd. v. p. 405). 
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Symptoms .—The symptoms are mainly those of chronic 
pyelitis, conjoined, in a considerable majority of the cases, 
with those of chronic cystitis. The complaint begins with a 
dull pain in one or both lumbar regions, accompanied with 
frequent micturition. At the same time the urine becomes 
turbid, and sometimes mixed with blood. When the disease 
is fully established, the urine is charged with a large quantity 
of pus, which forms a thick, yellowish layer at the bottom of 
the vessel. Blood is also usually present, either in microscopic 
quantity, or sufficiently to tinge the urina The haematuria is, 
however, never profuse ; in several instances it was noted that 
small, thready clots of blood were passed. Under the micro¬ 
scope, there are found, in addition to the pus- and blood- 
corpuscles, a number of oval and irregularly tailed cells from 
the bladder and upper urinary passages, together with granular 
detritus, broken masses of softened tubercle, shreds of connec¬ 
tive-tissue and elastic fibres. 

The feaction of the urine is feebly aeid. Very few excep¬ 
tions to this rule exist, and those arc due to ammoniacal 
decomposition of the urine from detention in some part of its 
course, as in Hosier’s case, from the tumid state of the external 
genitals. The urine is necessarily albuminous from the pre¬ 
sence of pus, but usually only in a slight degree. Casts of 
tubes are only mentioned once. Micturition is always exces¬ 
sively frequent; often dolorous. In two cases, temporary 
alleviation of the pains followed each micturition : this was 
not observed in other cases. 

As the disease advances, great emaciation takes .place, ac¬ 
companied with hectic fever, sometimes marked by chills and 
rigors of tolerably regular recurrence. Persistent pains are 
felt in the back, in the lower part of the abdomen, and often 
along the urethra. 

When the kidney is sacculated and enlarged, so as to form 
a tumour in the flank, the swelling is usually painful; it may, 
or may not, yield distinct fluctuation. Sometimes the tumour 
displays variations in its size: it enlarges when the ureter is 
dammed-np by the discharged debris, and becomes more 
painful, at the same time the quantity of pus in the urine 
d iminis hes—or, if the stoppage be complete, temporarily 
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disappcarB. Anon the course of the pus and ni-inc is re¬ 
established, and the tumour subsides and becomes less painful. 

In the pi'ogress of the case, or towards its termination, the 
lungs and intestines generally betray the advance of tuber¬ 
culous disease. Cough and Oppression of the chest, or uncon¬ 
trollable diarrhoea, make their aiipearance. Gastric symptoms 
(nausea, vomiting, hiccough) are unusual; bat in some cases, 
as ill the two about to be related, they arc a marked feature of 
the complaint. The absence of intestinal tuberculosis, ac¬ 
companied with obstinate constipation, appears to favour them 
occurrence. 

. If both kidneys are affected, the extensive destruction of 
secreting tissue is liable to give rise to uraemic phenomena. 
The quantity of the urine is usually below the average ; but 
exceptionally, as in a case recorded by Dr. Risdon Bennett 
(Patlu Soc. Trans., viii., p. 284), the urine is abundant and of 
low specific gravity. Usually death occurs from the exhaustive 
effects of the protracted and profuse suppuration, or from the 
severity of the pulmonary or intestinal complications. 

The following cases will serve as illustrations of the course 
of the disorder and of the appearances generally foimd after 
death. 

« 

Cask I. — Tiibrreiiloiig ilismm of ngld JMtieii and ureter, and of Oie 
Id adder, urethra, and prodeUc ; absence of hft Mdneg and ureicr. 

.T. 1’., n ]>uckiiig-raao inakor, nit 23, was admitted into the Manchester 
Jtoyal Infirmary, under my cam, March 27th, 1871. Ho was snflering 
from old .standing discharge of largo quantities of pus witli the urine, 
mixed rvith a little blood. Tlio disease had existed nine months ; the 
oiiineiation was extreme. There were distinct signs of consolidation in 
tlio apices of both lungs, but no cough or expectoration. Profuse night- 
sweats and an elcvutid temperatnra in the evenings bore evidence of 
hectic fever. The tongne was dry and rod; the lower part of the belly 
was the sent of a dull aching, and micturition was both frequent and 
IHiinful. He sank from exhaustion a few days after his admission into 
hospital. 

Autopsy, 30 hours after death.— Pleura universally adherent on right . 
side; no adhesions on left side. There was a large amount of grey 
tul)prcle in the upper lobes of both lungs, the lower lobes being free; the 
tubercle was associated with a quantity of pigmentary deposit. Ko 
cavities or purulent exudation observed. Heart mi pericardium healthy. 
lAwr enlarged, soft, and friable, presenting a pale surface on section; 
spleen healthy. The kfi kidney, supra-rciuU capsule, and ureter were 
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absent. The right Icidncy wa-s considerably enlarged, and weighed 1 az. 
On section, thero was a large cavity at the ui)j)or part, occupying one- 
fifth of the, entiM! kidney, filled with )ma, and two other very much 
smaller purulent cavities in the central part of the organ (st*c fig. (ii)). 
The corthail j>ortion was seen to be much hypertrophied, but pale, except 
the parts situated between the pyramids, which were dotted over with red 
points; the pyramidal ])ortion was atrophied and almost entirely absent. 
The pelvis was dilated and divided into pouch-like enlaigcments, tho 
lining membrane being studded over with small whitish dei>osits of tuber- 



Fio. C9. Tlic riflit kidney of J. P. laid oiieu-iilwut oiu'. half of tlic ne.tnal n'lxe. 

cul.'ir matter, which could be traced along the ureter to the bladder, and 
thence along the urethra. About half an ounce of pus escaped from 
the ureter on section. The ureter was dilated at its commencement and 
near its termination, where it easily admitted the forefinger; but tho 
opening into the bladder was so small that it could, not lie detected until 
a probe had been passed from without. A slight depres.sion marked tlio 
position for the entrance of the left ureter, of which, however, no trace 
could be found. The fundus of the bladder was covered with tubercular 
dciiosit, which was Umiteil to this part, the body and summit being 
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entirely free. The mucous membrane of the affected part was muck 
broken down in structure, and in parts almost ulcerated through ; the 
walls of the bladder and ureter were considerably thickened. The sper- 
TiuUic cords and vcsiculm semmaUs were normal, being perfectly free from 
tubercle. The prostate was involved in the disease, and pt^iaUy dis¬ 
integrated. 

Cask II.— Pericarditis, with rnhsequent adlussmi; cirrhosis of liver, and 
enlarged spleen, followed eight years after by tubercular pyelitis and 
general tuberculosis. 

I first saw Or. P., a grocer, ast. 27, in 1860. He was then suffering 
from plastic xx^ricarditis, with immense enlargement of the spleen and 
considerable enlargement of the liver. His illneas had been brought 
about by intemperance. He wius in the habit of taking great quantities— 
as much as a quart a day—of gin. Fiwn this illness he slowly recovered, 
at leeikt so far as to be able to go about and look after his business; but 
the enlargement of the spleen remained. 1 saw this man occasionally 
until 1867. He persisted, w'ith some intermissions, in his intempemte 
habits, and failed in his business. In August, 1867, he appeared among 
my out-i>atients at the Infirmary. The spleen was now decidedly smaller, 
and the heart appealed quite healthy; but he was complaining of frequent 
micturition and of passing blood with the urine. The blood first appeared 
in the xirevious June, and had continued ever since. In November, 1867, 
1 admitted him ns an in-patient into the Infirmary. His condition was 
tlicn as follows;—he was somewhat emaciated, skin moist, finger-ends 
slightly clubbed, no cedema anywhere, P. 96, IJ. 20, tongue dry aud fiery- 
red. The abdomen was rather tumid; the liver extended from the nipple 
to two inches below the costal margin ; the spleen measured nine inches 
vertically. The urine was loiuied with pus, and with enough blood to give 
it a full red tinge. The proportion of blood to i>us iu this case was much 
greater than is usually the case in tubenmlor lyclitis. There were no 
casts iu the urine, and the albumen did not exceed ,thc proportion due to 
the admixture of jnis and bloocL The patient mmoined in tlie Infirmary 
fourteen days, and underwent little or no change. He did not keep his 
bed. P. varied from 70 to 80, E. 20. He continued to pass rather more 
pus and rather less blood; but there was always enough of the latter to 
colour t he urine, and often small clots. The tongue retained the same 
“ broiled ham ” appearance. It is to be remarked tliat the spleen was now 
much smaller and tlie liver larger than when I first saw lum seven years 
before. 

Ho was again made an out-patient, and I saw him from time to time. 
He continued without much change, passing purulent and bloody mine 
at very finquont intervals, until tlie end of January, 1868, when he waa 
seized with uncontrollable vomiting, under which he sank on Feb. 2nd. 

..(firfi^wi/.-T-Emaciation only moderate ; no cedema. The liver was cir¬ 
rhotic in an advanced degree, the spleen enlarged; but both organs 
(especially the spleen) were much smaUer than they had been eight years 
ago. The lungs were thickly studded with grey granulations from bi^ to 
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apex. The pericardium was adherent throughout, but it was not thickened, 
and the heart itself was healthy. Both kidneys were deeply affected with 
tuberculous pyelitis. The jielvcs were much enlarged, and studded with 
broken-down, ulcerated tubercle. A few masses of yellow, imsoftened 
tubercle were found in tlie right kidney, about the buses of the pyramids. 
The pyramidal portions were in great part destroyed by the cnci-oachment 
of the distended pelves. Tlic ureters were lined throughout with ulcerated 
tuberclo ; the bladder and urethra also were partially affected in a similar 
manner. The peritoneum was adhenmt almost tlironghout, and contained 
here and there tuberculous granulations. 


The next case occurred in the practice of my colleague, 
Dr. Leech, who kindly furnished me with the notes of the case, 
and with the anatomical preparations. 


Oase III.— Tubercle in both hiitneye, ureters, blaihter, uutl urethra ; in the 
prostate gland and vesimltie seniinales ; also in the lungs anil inescnleric 
glands. 

W. V., ."ct. 53, a brewer, had Issen ailing thi'ce years. His disi-aso began 
with pain and difficulty in micturition. The urine was thick, and .some¬ 
times mixed with blood : though ho made water very frciiuently, he did 
not think that ho passed an excessive quantity. Kxeept for short inter¬ 
vals, he had sulfered from the same symptoms for the last three years. His 
urine liad been occasionally quite clear, but generally thii'k, and often 
dark. He had never complained of much judn in the lumbar region. 

About nine months before his death, the j)atieut began to vomit 
frequently, especially after taking food : for the last live mouths vomiting 
after meals had btien constant, freijucntly accompanied with pain in the 
epigastrium. 

The general health had gradually failed during the last three years ; but 
he lost flesh and strength more rapidly during the last rivclve months. 
Ho worked occasionally, however, up to six mouths Ijcfore his death. For 
many moutlis ho had felt a gnawing pain just over the pubes, increased by 
pressure ; this was less severe during the last six months of life. 

Five months before his death the edges of the meatus uriunrius began to 
ulcerate, and the ulceration gradually widened the orifice to double its 
natural size. In tho course of the last six months two small abscesstts 
formed in the scrotum, both of which were oi>ened, and subseqnently 
healed. 

He had been in the habit of taking large quantities of beer, but not 
much spirits ; he contracted gonorrhoea many years ago, but he never bail 
any venereal sores. 

About a week before his death, he was in the following condition :— 
Emaciation very great; countenance sallow; meatus nrinarius much 
enlarged and nleerated; severe pain is felt along the urethra and in the 
glans penis, especially after voiding urine. The ulceration can be seen 
to extend for a depth of nearly half an inch into the urethr.i. The urine 

o o 
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containsi abundance of pus and a small quantity of albumen ; no casts 
wore found. Tlie urine is iiassed very frequently, and in small quantities. 
He vomits after everything he takes, even after simple water, or a little 
brandy-and-water. What he brings up is a brownish liquid; it contains 
no saix-inn!; sometimes a little blood comes up; but he thinks it is derived 
from tile back part of the nose, where he feels jrain and rawness. The 
nlrdoraen is tlat, or rather depressed : the epigastrium is very painfnl on 
pnissure. In the right hypochondrium a little hard mass can be felt on 
deep ])alfiation, and there is dulness at this spot on deep percussion. 
Tliere is also considerable pain on pressure in the hypogastric region. He 
complains of aching pain over the lower ribs on both sides. The bowels 
are very constipated, and have been so for some time. 

The day before his death he vomited a considerable quantity of blood. 
The sickness and vomiting were somewhat relieved for a short time by 
eil'crvascing draughts, with morphia, hut only for a day or two. After¬ 
wards the vomiting became continuous: he vomited, or attempted to 
vomit, every half-hour or. so. There was no delirium till the day before 
lii.s dcatli, which took place on the 27th of December, 1864. 

jiwtopsy.—Slomach of normal size; mucous membrane congested in 
parts ; no thuhening of, or deposit in, the walls ; pyloric valve thickenerl 
and somewhat contracted. 1/iver healthy. McmiUrie glands much en¬ 
larged; some of them contained small cretaceous mosses. Lungs: Uft 
contracted and full of miliary tubercles; right contained hard masses of 
tubercle at apcix. 

JCidnegs—left of natural size; on the outside, white, slightly raised 
spots are seen through the fibrous covering. On removing the latter, the 
surface of the cortex is seen marked with small white nodules, some of 
wliich are collected into patches ; to these patches the tunica propria is 
tightly adherent. On section, several large (nvities are opened into, con¬ 
taining ]>U8. The largest of these is situate in the upper pail of the 
kidney, and is lined by a smooth membrane, c.\ccpt at its opening into the 
pelvis, where some cale.oreous matter is deposited. All tlie other cavities 
o)ien into the jielvia; some of them have irregular anfractuous boundaries 
of softening tubercle: these likewise are more or less completely lined 
with calcareous matter, composed of carbonate and phosphate of lime. The 
whole of the qielvis is encrusted with the same eai-thy material, which can 
also be followed for some distance down the ureter. In the cortical and 
pyramidal [larts of the kidney intervening between the cavities, the renal 
tissue is studded with soft nodules of disintegrating tubercle, varying in 
size from a piu’s head to a pea. The submucoas tissue of the pelvis and 
ureter is the scat of a thick granular layer of grey tuberculous matter, 
.softened in parts; the ureter is thereby converted into a thick, rigid, 
uneven tube, with a narrowed calibre. 

The riglU Andncy is much smaller than the left. Tlie pyramids are 
occupied by abscess-like cavities full of pus. The septa between the 
pyramids are in some places preserved, in others partially broken down. 
The pelvis is gi'eatly contracted, almost obliterated : in one or two places 
there are narrow communications between the sacs of pus in the pyramids 
and the unobliterated parts of the pelvis. The ureter is compl^ly oc- 
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cludud, midway between the kidney and the bladder, by an oval nodule of 
yellow crude tubercle about the size of a horse-bean. 

The whole of the mucous membrane of the bladder is strewed with 
deposits of tubercle. These are sparsely scattered and scanty, except over 
the trigone ; here the deiH)sit is very abundant, in the form of small 
granulations rather larger tlian a pin's bead. A few similar gropulations 
are seen in the prostatic part of the urethra. 

, The prostale gland is somewhat enlarged on the under surface, and con¬ 
tains two small tuberculous nodules. One of the vesieulee aeminales also 
contained soft tuberculous matter. 


C.tSE IV.— Tvhercle of the left kidney, pelvis, a>ul ureter; of Oic bladder 
and urethra; also of the pericardium, lungs, peritoneum, and mesen¬ 
teric glands. 

A needlewoman, .33 years of age, strongly built, whose father scams to 
have died of phthisis, took cold in con8equence.of a severe wetting in the 
autumn of 1839, about a year before her death. Her first symptoms were 
tliose of cystitis, with moderate fever. The fever soon disappeared ; but 
tbc pain in the bladder, which radiated upward into the left loin, and the 
urgency and burning pain of micturition, together with a turbid condition 
of the urine, remained, and persisted through the winter. Impairment of 
digestion and emaciation were also observed. 

About half a year from the commencement of her complaint, foverishneas 
returned ; pain and urgency of micturition increased, and blood apfieareil 
in the urine. From this time (February, 1860) the patient became tbc 
object of exact observation. She was already markedly emaciated, pale, 
with a hoctie flnsh on each cheek ; she suffered from headache, often from 
palpitation; the appetite was bad, the bowels confined, and there was 
moderate fever : the desire to pass water was constant, and the pain in the 
bladder, shooting into the left loin, great. The urine was scanty, tinged 
with blood, with a thick deposit of pus and blood-clots. The urethra was 
somewhat swollen and tender; and after micturition the bladder still 
contained several ounces of unevacuated urine. These symptoms main¬ 
tained themselves without essential change for six months, until she died 
on the 4th of September. 

The loss of flesh continued without interruption, and reached an extreme 
degree. Hectic fever prevailed, with evening exacerbations—the teinpe- 
rature rising to 38'5—39'6 C., and sometimes to 40 C. From the end of 
March, severe paroxysms of chills and rigors, followed by heat and sweat¬ 
ing, occurred at irregular Intervals. At the end of July, night sweats and 
bed-sores were noted. 

Gastric symptoms were throughout prominent. They increased end 
diminished. For days together the patient would suffer from severe epi¬ 
gastric pains, nausea, vomiting, and disgust of food. From the end of 
May, she occasionally suffered from paroxysms of hiccough, lasting several 
hours. In the last moments of life she was troubled with bilious vomiting, 
and towards the end she had diarrhoea. 

The quantity of urine was invariably scanty, though the patient some- 

o u 2 
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times (IranV a good deal. The proportion of blood in the urine gradually 
diminished from the beginning of March, and the blood-clots sometimes 
were absent for several days, yet the blood never disappeared altogether. 
The quantity of pns inereased. From May onward there appeared occa¬ 
sionally in the urine sloughy shreds of cellular tissue, elastic fibres, swollen 
bIadder-oj>itlielium, and little yellow broken masses of detritus. On the 
8 th of July, some epithelial renal casts were for the first time discovcretl 
in the urine. 

At the end of April n vaginal examination revealed the existence of a 
small hard swelling at the base of the bladder (this was proved at the 
antoiisy to be due to a tuberculous thickening at the point of entrance of 
the left ureter). 

The patient began to complain of pains in the chest soon after her 
admission into hospital ; then a dry cough came on, and Inter on, a slight 
diiiness on percussion was perceived in the left infra-elavicular region. In 
the later jicriods she also com'plaincd of oppres.sion in the chest; hut she 
never expectorated, and there never existed any of the more open symptoms 
of pulmonary tuberculosis. 

It was a singular and inexplicable circumstance, that a .short time before 
denth an imjirovement took place, which lasted soveml days; all the pains 
and the fever disapjasared, the appetite returned, and the strength was so 
liu' restored that she was able, unassisted, to sit up, although before she 
was scaroely able to turn in bed. 

AiUopuy .—Emaciation had reatdicd the moat extreme degn'o. The hrnin 
mill iln mnnhranfs were healthy. Some tuberculous granulations were 
found in the otherwise healthy perkardimn at the laise of the right auricle. 
Heart healthy, 'fhe lungs aniplruric were studded with grey and yellow 
granulations. The left apex contained several grey nodules as large as 
walnuts. The lircr eontai7ied no tubercle, but its peritoneal investment 
was thic'kly covered with grey grannlations ; the organ was adherent, by 
its convex surface, to the alHlominal wall. A mass of tuberculous glands, 
as large as a pigeon’s egg, occupied the portal fisstire. 

The peritinifum covering the spleen, intestines, and mesentery was 
thickly covered with tubcrcnloxis granulations. Tlie irnuvus vicmhraw. of 
the intestinal ennnl was throughout free from tubercle. 

The right kithteg was itself healthy, together with^its pelvis and ureter ; 
but its capsule was studded with miliary tubercles. 

The le/i kidney prc.scnted its usual form and size, but its capsule was 
converted into a thick membranous covering which enclosed the degenerated 
gland. In the upper half of the organ were found one large and two smaller 
cavities, separated incompletely from each other by undestroyed renal 
tissue. These cavities were filled with a greenish-yellow muco-pnmlcnt 
iluid, and their anfractuous walls were comprsed of reddish and yellow 
cheery deposit. The reddish and yellow materials, in the form of smaller 
and larger nodules, were deposited in close contact with each other. These 
cavities stood in direct continuation with the mucous membrane of the 
jHilvis, which was similarly degenerated and thickened. In the lower half 
of the organ was another and a larger cavity, similarly constituted with 
the others, and, like them, communicating with the jielvis. 
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The undestroyed portions of the kidney had a pale red colour, and con¬ 
tained in the lower parts of tlie gland sttveral small, roundish, greyish 
and yellowish cheesy nodules. The coats of the left ureter were several 
lines thick, firm, and rigid; the mucous meinbrane tumid, friable, 
yellowish, and the seat of numberless miliary tubercles ; in many places 
the ureter was superficially eroded into roundish ulcers, with firm raised 
edges. 

The walls of thfe bladder were throe lines tliick ; its cavity was con¬ 
tracted ; its inner surface reddened, and riddled with ulcers having tuber¬ 
culous margins. The peritoneal .surface of the viscus was studded with 
tubercles. The serous coverings of the generative organs were in the same 
condition, but the organs themselves, with the exception of the ovaries, 
were healthy. The ovaries contained several grey tuberculous nodules. 

The lumbar glands contaiued cheesy matter. (Kirnnuiid lyurzb. Med. 
Zeilsch., iJd. iv. p. 24.) 

Tlie duralion of the difsease varies from a few months to two 
or even three years. Only 14 out of our 35 cuses supply 
moderately exact information on this point. Five died under 
six months ; five in six to twelve months; three in one to two 
years; and one survived three years. 

The (Im/nom of tubercle in the kidney and its appendages 
turns mainly on the existence of signs of chronic pyelitis, 
joined with collateral evidence of tuberculosis, and the absence 
of any other assignable cause of pyelitis (calculi, hydatids, &c.). 
Examination of the urine furnishes important information; 
not only is the urine abundantly purulent, bnt it also contains 
a quantity of granular debrk, sometimes mixed with broken 
masses of tuberculous matter (insoluble in acetic acid), shreds 
of connective tissue, and beautiful meshes of elastic fibres from 
the cast-off patches of disintegrated mucous membrane. The 
severity of the general symptoms—the progressive and great 
emaciation and failure of strength—must also be taken into 
account. When evidences of pulmonary phthisis, or ulceration 
of the bowels exist, they supply a vduable indication; bnt 
it should not be forgotten, that, although tubercles almost 
invariably exist in these cases in the lungs or intestines, 
they often run a latent course, or are not in a sufficiently 
advanced stage to be clinically detected. 

From cancerous pyelitis (without tumour) the diagnosis is 
generally established without difficulty by the characters of the 
urine. In cancer, the urine (if not normal) is bloody rather 
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thapi purulent; in tubercle, it is always immensely purulent, 
and only slightly, or not at all, bloody. 

It need scarcely be stated, that primary tubercle of the 
kidney is not capable of dij^nosis until it has softened and 
commenced to be discharged. 

The prognosis is excessively grave, if not absolutely fatal. 
A hope of recovery can only be conceived to exist in those 
cases (if there be, indeed, any such) in which the deposits are 
confined to one kidney, without implicating the excretory ap¬ 
pendages. One does not see, h priori, why tuberculous masse.s 
in the kidney should not be evacuated by the urinary channels, 
in the same way that similar masses in the lungs are sometimes 
evacuated by the bronchial tubes, provided the tendency to 
the deposition of tubercle lie arrested. Kidneys apparently 
undergoing a process of this sort have, in very rare instances, 
been found in the inspection of the bodies of persons who bcai- 
the marks of past tuberculosis. Dr. Bennett describes a case 
in which it appeared probable that such a train of events had 
taken place.* 

If the disease involve both sides, or implicate the bladder 
and urethra, or be complicated with pulmonary or intestinal 
tuberculosis, no hope of a favourable issue can be entertained. 

The treatment should be conducted on the principles which 
guide the management of tuberculous diseases generally. The 
strength should be supported by cod-liver oil, mineral acids, 
and other tonics, combined with a nutritious diet and a mode¬ 
rate allowance of stimulants. Opiates are generally required 
to ensure restand some alleviation of pain. These means may 
be supplemented by the occasional use of the warm bath. To 
check excessive secretion of pus, the muriated tincture of iron 
may be given in doses of 15 to 20 drops thrice a day (see 
Treatment of Chronic Pyelitis, p. 472). 

B.-SECONDAET TUBERCLE OF THE KIDNBT. 

Secondary tubercle is deposited in the kidneys in the form 
of minute yellowish nodules and granulations, varying in size 
from a pin’s head to a pea. The little masses are scattered 
• Clin. Lects., Sod ed. p. 734. 
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OTCr the surface and through the interior of the gland, chiefly 
in the cortical part. In places they run together into groups 
or patches as large as a sixpence or a shilling. The interme¬ 
diate parts of the kidney are either altogether healthy, (h’ only 
show signs of congestion immediately around the deposits. 
When the pyramids are affected, the little granulations some¬ 
times evince a disposition to assume a linear arrangement 
parallel with the straight ducts. Such deposits are not nn- 
eoimnon in acute general tuberculosis ; much less frequent in 
jicrsons who have died from pulmonary or intestinal tubercle. 
The deposits are generally confined to the substance of the 
kidney, without participation of the pelvis and ureter. 

Secondary tubercle is greatly more common in the kidney’s 
than primary. Out of 91 cases of renal tubercle tubulated by 
Dr. Chambers, 76 were secondary, and 15 primary. Both 
kidneys are nearly always implicated in the former. 

As a rule, no symptoms refcrriblc to the kidney are 
observed during life. The urine presents merely febrile cha¬ 
racters, and contains neither pus nor blood. If, however, the 
deposit take place with excessive rapidity, pains in the back 
mid other indications of renal disturbance may occur. In the 
following case, by Colin, deposition of tubercle in the kidneys, 
occurring in the course of chronic phthisis, was thus dia¬ 
gnosticated during life. 

A soldier, aged twenty, suffering under chronic phthisis, was 
suddenly seized with violent lumbar pains accompanied with 
an intense rigor. Next day, these pains were so violent as to 
cause the patient to cry out; the lumbar muscles were in a 
state of strong contraction, and exquisitely tender. There 
was high fever, with a corresponding state of the urine. Three 
days later, acute meningitis set-in, which destroyed the patient 
in four days. The autopsy revealed exudation of lymph (but 
no tubercle) on the meninges ; old pulmonary mischief, with 
recent deposit of miliary granulations in the lungs ; the spleen 
was studded with similar granulations. The kidneys were 
markedly enlarged, the capsule easily detached ; about thirty 
yellow nodules, as large as pins’ heads, were scattered on their 
surface. On the convex border of each kidney there existed, 
in perfect symmetry, two whitish patches about the size of a 
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two-franc piece, composed of an aggregation of a large nnmber 
of granulations identical with the preceding. Sections of the 
organs revealed an immense number of similar granulations 
scattered in the cortical substance, and to a less degree in the 
pyramidal portion. It was calculated that each kidney con¬ 
tained from 300 to 400 of those granulations.—(Gaz. Hebd., x. 
p. 39.) 



CHAPTER XIII. 

EKTOZOA IN THE KIDNEYS. 

—«— 

T he parasitic worms which infest the kidneys are: Echino¬ 
coccus Imminis or hijdatid, JUIImczm hmmatohut, Filaria 
Sanguinis Hominis, Pmtmioma ilenticulaUm, and SIrongylus 
gigas. The first named is by far the most common in these 
latitudes; the second is the most common in Egypt, Cape of 
Good Hope, and certain other hot countries ; tlie two last are 
of extreme rarity. Sometimes intestinal Avonns wander into 
the kidneys and urinary passages {(Tcaiic worms); and in some 
notable instances, objects which were not parasites at all, or 
Avhich were parasites wholly foreign to the human body, have 
l)een described and figured as genuine parasites of the urinary 
organs {spurious tvorms). 

I.-IIYOATIDS IN THE KIDNEY. 

(Ikhiiiococcm hominii.) 

CuoPXRT—Traitd dcsMalad. des Voics^Uriuaires. Ed. by Sfigalas. Paris, 1855. 

Kayek—A lalad. d«s Iteiiis. T. iii., ]>. 545. 

lUiiKEB—On Cystic Entozoa in tbo Human Kidney, bond., 1850. 

Davaine—T raits des Entozoaires. Paris, 1800, p. 524. 

Okrvais and Yah Bsnkden—Z oologie M£dicalc. Turn, ii., 274. 

Eeraud—H ydatidea des Heins. Paris Thesis, 1801. 

CvRLma—Med. Times and Oaz., 1863, ii. 164. 

Collection of cases in Hed. Times and Haz., Feb. 17, 1855. 
iSiKA’KEisa—Lancet, Sept. 10,1853; 

Sotos — /iiel., Sept. 24, 1853. 

Durand—A ssoc. Medical Journal, March, 1851. 

Tumowitz—S chmidt’s Jahrb., Bd. 116, p. 200. 

Quihquerbz— /iid. 

Meissner—B eitriige zur Lcbro von dem Yorkommen des Echinococcus Ijeim 
Menschen. Schmidt's Jahrb., Ed. 116, p. 183. 

Adams (Dr. Leith)—Lancet, Oct. 1, 1864. 

Gobbodo—E ntozoa. Lond., 1864, p. 27.3. 

Cases—G az. Hebd., 1868, p. 702; Schmidt’s Jahrb., Bd. 146, p. 292. 

Mouvement Medical, Kov. 9, 1872. Path. Soc. Trans, zxv. 
p. 173. 


Hydatids in the kidneys are comparatively rare j they are 
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rauch leas common than hydatids in the liver and even in the 
lungs; but they are more frequent than hydatids in the other 
organa and tiasues of the body.® 

Natural History. — A. hydatid tumour consists of an adventi¬ 
tious outer capsule, composed of fibrous tissue, which is organi¬ 
cally connected with the texture of the organ in which it is 
situated. Within this, and unconnected with it except by 
contact, lies the hydatid cyst itself. This latter varies in size 
from a walnut to an adult’s head. The cyst-wall varies in 
thickness according to the size of the cyst, from about a line 
to a tenth of a line or less, and is composed of 
an opalescent tremulous substance resembling 
boiled white of egg. W’hcn examined more 
closely, it is found to have a laminated struc¬ 
ture (Fig. 70), and to be composed of an im¬ 
mense number of thin lamellm or layers, which, 
under the microBCojie, exhibit a perfectly homo¬ 
geneous structure. Within the cavity of the cyst 
„ . a number of secondary or daughter-cysts float 

a ii.v.iatid lyst. troely in a watery saline fluid, which is devoid oi 
imtod atruftui'e. albumemt The daughter-cysts vary in size from 
(AfUTuS'ic.)*' an orange to a jiea or pin’s head: they may 



even be much smaller than this, and require a 
microscope for their detection. A mother-cyst may, however, 
be barren: that is, contain only fluid contents; but this is 
rare. More commonly twenty, thirty, a hundred, or even 
many thousand secondary cysts float within it. The structure 
and attributes of the secondary cysts are identical, in every 
respect, with those of the parent j and their walls display the 
same characteristic lamination. 

Sometimes this constitutes the entire anatomy of a hydatid 


* Davainc gives the following roagh approximations of the relative frequency 
of hydatids in the different organs and tissues :— 


Liver 

. 160 

Osseous system 

17 

Lungs 

. . 40 

Parietes of the body . 

. . 12 

Kidneys 

. 80 

Heart . 

. 10 

Pelvis 

. . 26 

Orbit 

. . 9 

iirain . 

. 20 




f This is mot strictly correct. I have twice detected a uot imconsideiable 
trace of albtunen in the fluid of hydatid cysts of the liver. 
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cyst; but as a general rule additional structures arc found, 
which indicate a more advanced phase of development: these 
are—a germinal membram lining the interior of the cyst, and 
certain minute animalcules growing therefrom which arc 
termed echinococci {scolkes or temia-heade). 

The germinal membrane is a thin, transparent, homogeneous, 
(unlaminated) tougli membrane, which forms an interior sac 
(ilosely applied to the inside of the liydatid vesicle, Wlien 
detached and emptied it shows a tendency to contract and cuii 
on itself in a peculiar manner. 

The echinococci (Fig, 71) arc minute ovoid animated beings, 
just visible to the naked eye. When magnified they are found 


A C D 



Fig. Tl. Ilntrum echinocopiM. A, A liTxmp of t'fthjixMUHifi, kUJI ndlkoi-in;; to 11m* jicnniisal 
iiienihmiie by thoir iiedicles, UiU^nlleU 4(> thru>8. JU. ^Vii edji)MN:o(M>ti8 <1 

107 tiTiii'ti: ttio )K*ad Ih Invo^nattKi in tho oiiufiai vonimIo ; a ]M.KJiol«.iH nttHi'Iied to 
it. C. the 8Aiiie coinitretfdcMl; i)i» head rtdnu’ifxl, tbeauckerHaiid the )MH>kMnreNt'(*u 
in the interior. D. K<diiiio<;occU8 niagitUled 107 times; theheatl Is protmdecl from 
the caudal vesicle. E. Crown of huuks uiagiiilied 3D0 times.~>(Aitcr llavaine.) 

to consist of a head resembling that of a tapeworm, provided 
with four suckers and a double crown of hooks (E), When the 
head is stretched out (D) it is seen to be connected by a short 
thick neck to a “ caudal vesicle,” which is somewhat larger 
than the head. The head is generally retracted within this 
caudal vesicle ; and then the little body assnmes a spheroidal 
figure with the crown of hooks in its interior (B C). 

The echinococci are developed on, or rather in, the germinal 
membrane. They grow in groups of six to ten individuals, 
and are at first encapstded in the substance of the germinal 
membrane. As they increase in size they burst through their 
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capsule, and arc then fonnd attached, each by a short stalk or 
])edicle, to the germinal membrane (A). By-and-by they break 
loose from this attachment and float at large in the hydatid 
vesicle, sometimes with a portion of their stalks still adherent. 

Both the echinococci and the germinal membrane are liable 



Fui. 72. Taaila ecljl- 
uoccH'Ciis 

t'i tiiiius. -(AfWrVan 
Ikiiedeu.) 


to perish (from inflammation or some other 
cause), and then only scattered hooks or 
shreds of membrane are found floating in the' 
turbid contents of the hydatid vesicle. 

A marvellous light has been thrown in 
recent years on the zoological position of 
these worms, chiefly by the researches of 
Sielrold and Van Benedcn. It has been as¬ 
certained that the hydatid worm found in 
man * constitutes the micysted phase in the 
development of a very minute tape-worm 
which infests the dog. The tape-worm in 
question (Fig. 72) is the Tcenia echinococcus 
of Siebold {Tania nana of Van Beneden). 
The entire adult animal is so small that it 
scarcely exceeds the size of a millet-seed. 
It consists of but three segments, of which 
only the last is fruitful. When this segment 
arrives at maturity it is cast off and a new 
one developed in its place. Myriads of 
these worms are sometimes fonnd in the 
intestine of the dog, and their eggs are dis- 
charged in countless numbers with the excre¬ 
ments. The eggs so discharged are scattered 
flu and wide; and some of them find their 
way with the food into the stomachs of men 
and other creatures suitable for their farther 


development. Arrived there, the embryo is liberated; and, 
after penetrating the mucous membrane, it bunows its way, 
or is carried by the blood-current, to some distant organ, 
where it is arrested. Having thus lodged itself, it presently re¬ 
appears as a hydatid vesicle, in which, finally, are developed the 
echinococci as before explained. Dogs in their turn become 


* The same species infests the pig, monkey, sheep, and oz. 
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infested with the corresponding taania by feeding on tlie oiTiil 
of sknghtered sheep, pigs, &c., which had been infested with 
hydatids. The echinococci therein contained develop in their 
intestines into the tajnia echinococcns: and so the circle of 
transformation and development recommences.* 

In the records of medicine may be found some seventy or 
eighty instances in which hydatids existed in the kidney or 
were passed by the urethra. In a number of these, the fact is 
simply mentioned ; but in sixty-three cases some fuller details 
are communicated, and from an analysis of these the following 
account is drawn up. 

It is necessary to remark that when hydatids are discharged 
by the urethra, it may be assumed as almost certain that they 
are derived from a cyst situated in the kidney. In tljc great 
majority of the cases, jintof of this was obtained either from the 
examination of tlic body after death, or from the plain indica¬ 
tion of the syini>toms during life. In some cases, however, this 
was not so ; and it remained open to conjecture whether the 
parent cyst was not situated in the vicinity of tlk ifreter or 
bladder, and ojiened directly into those channels. Such an 
occurrence seems, however, extremely rare, and 1 iiavo only 
been able to find one instance in which actual proof of this 
was obtained.f 

• For further iiiforntation anti details of experiments see—Oervais and Van 
Tlciieden, T. ii. p. 2/U et scr|. ; Davaine, I. c. Synopsis, 7 and 24 ; arfti 
Sieliold's memoir on tape and cystic worms, bound with tlie second voi. of 
Kiiuhenmeistet’s Manual of Parasites. 8yd. 8oc.’b Translation. 

t In the Med. Times and Gas. for 1855, i. p. 161, a case is referred to, on 
the authority of Mr. Birkett, in which hydatids were withdrawn by catheter 
from the bladder. After death a liirgo hydatid tumour was found between the 
bladder and rectum, pressing nimn the neck of the former. Bayer (1. r. iii. 
354, foot-note) relates an instance in which a hydatid tumour in the left iliac 
fossa opened into the rectum, with expulsion of hydatid vesicles with the 
stools and discharge of pus and gas by the urethra. He cites another (p. 554, 
note), in which hydatids were passed bjf stool, and afterwards a large hydatid 
escaped by the urethra : but there is no information as to the seat of the cyst, 
the patients having recovered. There is another case, recorded by Mr. Fynncy 
in an appendix to the 2nd vol. of the Memoirs of the Medical Society of 
London, in which hydatids were passed with the urine from a cyst which in all 
probability existed between tlie bladder and rectum. Immediately before the 
discharge of the vesicles the patient felt somethiiig give way in the neighbonr- 
liood of the bladder. The patient died in a few weelis; but the exact scat of 
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Morim Anatom,!/. —The left kidney is more frequently the 
seat of hydatids than the right: out of 42 cases, the left kidney 
was affected 22 times and the right 18 times, and both organs 
together only twice. The less liability of the right kidney 
depends probably, as Beraud suggests, on the larger bulk of 
tlic liver intercepting a gi-eater proportion of the embryos 
which travel from the intestine rightwards, than the smaller 
bulk of the spleen does of those which travel leftwards. In 
rare instances, hydatids have been found in the liver and other 
organs as well as in the kidney. 

As a rule, the cyst is lodged in the substance of the kidney; 
sometimes, however, between the capsule and the gland. As 
the cyst grows it encroaches more and more on the renal tissue, 
and eventually may entail total destruction of the organ. It 
forms a roundish, elastic, fluctuating tumour, projecting from 
the surface of the kidney, and varying in size from an egg to 
an adult’s head. 

The cyst has a natural tendency to make its way toward the 
jMilvis of the kidney, and discharge its contents by the ureter. 
When it is situated in the pyramidal portion, this event takes 
place early, before the cyst has attained any great dimensions : 
but, when situated in the cortical part, or beneath the capsule, 
the cyst may exist for years, and grow to a large size, before it 
bursts into the infundibula. It may even not burst at all; 
and, still more rarely, it may penetrate upwards into the chest 
and be evacuated through the bronchi, or open into the intes¬ 
tines and be discharged by stool. Sometimes, after opening 
in one direction, it effects a second opening in another direc¬ 
tion. In no instance on record has the cyst burst into the 
j»eritonenm. The following table exhibits the relative fre¬ 
quency of these various modes of opening in our 63 cases :— 

The cyst opened into the* :— 

I’clvis of kidney . . . ‘in 47 cases ■) 

Pelvis of kidney and lungs. . 1 „ I Hydatids discharged by 

Pelvis of kidney and intestines . 3 „ f the nrethra. 

Pelvis of kidney and stomach . 1 ,, ) 

the cyst was not verified by post-mortem inspection. Cases of this class can 
be distinguished from renal hydatids by manual examination through the 
rectum or vagina. 

* No anthonticated cases exist of a hydatid cyst of the kidney opening in 



MORBID ANATOMY. 


575 


Lungs alone 
Did not open at all 
Opened artificially 


in 1 case 
8 

2 „ 


No hydatids discharged 
by the urethra. 


Hydatid cysts of the kidney, like hydatid cysts elsewhere, are 
liable to certain accidents They may contract adhesions to 
surrounding parts; occasion inflammation and abscess in their 
vicinity, and the cyst may burst into such an abscess. The 
cyst itself may suppurate; or it may perish, and its germinal 
membrane and echinococci be destroyed; the fluid it contains 
may then be absorbed, and the whole crumple uji into a hard 
depressed nodule, which henceforth lies dormant and obsolete. 
This obsolescence may ensue without bursting of the sac, or it 
may follow complete evacuation of its contents. The contrac¬ 
tion and obsolescence of a hydatid cyst are accompanied by 
deposition of a whitish cretaceous and sebaceous material 
between it and the adventitious capsule, and within its own 
cavity. This deposit was formerly erroneously supposed to be 
of a tuberculous nature. Under the microscope it is found to 
consist of amorphous phosphate of lime, crystals of triple phos¬ 
phate, cholesterine plates, and fatty granules. Amid this 
debris, echinococci hooks and shreds of laminated membrane 
may be found. 

Hydatid cysts are also liable to external violence, especially 
when they form a palpable tumour in the flank. A blow or 
fall has in more than one instance been the apparent cause of 
the bursting of the sac into the pelvis of the kidney ; and the 
patient has dated his symptoms from the occurrence of some 
such accident. 

The opening of the cyst into the pelvis of the kidney is soon 
followed by the passage of secondary or daughter vesicles 
along the ureter into the bladder, from which they are expelled 
sooner or later with the urine. 


the loins. Bajrer (iii. 578) mentions two examples of hyilatiil cyste in the 
loins whlbh euppuiated and burst externally in the lumbar region. He eeeme 
to infer that the cysts in these cases were connected with the kidney : both 
ended in recovery. It is more probable, however, that the cysts were lodged 
superficially in the muscular tissue of the lumbar region. In a later ease of 
this kind which ended fatally, it was ascertained pott-morUm that the ejht 
lay supcrfieial to the kidney and unconnected with it. 
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The first of the two following cases illustrates the ordinary 
mode of evacuation by the ureter; the second, by the ureter 
and lungs:— ' . 

Cash — TfydatiA- vcsieleg voided by the ureOira, at intervah, for twenty 
yenro, with symptoms resembling nephriiie, colic. Hydatid cyst fuiiiul 
in the. left Jddrmy. (Chopart, 1. e., p. 78.) 

A young lolly of 25 was seized with b violent iwiin in the left lumbar 
region, with all the symptoms of nephritic colic. There was dilliculty of 
micturition, tension and tenderness of the abdomen. The bladder was full 
of urine, but some obstruction prevented its flow though there was con¬ 
stant desire to jiass it. In the course of the night the emptying of the 
bladder was elfected, with discharge of a largo number of hydatids. When 
the disidiarged vesicles were examined on the following nioniing, the ma¬ 
jority were found niptiircd, and consisted of loose membranes only; some 
were entire, and contained a turbid fluid. The ]iatieiit was relieved by the 
e.vacuatioii; hut the pain retnniod again in less severity two days after. 
This ]iain eommenced in the kidney, and when it diminished in that organ 
it increased at dilferent points in the course of the ureter, and became 
more acute at the entinnce of this canal into the bladder. When the 
hydatids had reached the bladder the pain in all these parts was replaced 
by a sort of lassitude. 

The patient stated that she had been subject to similar attacks for twenty 
years ; and that they alwaj's terminated in a diwiharge of little bladders 
full of water. Some of these were ns big as a pigeon’s egg; others wero 
much smaller ; the latter always came away first. Tlie attacks recurred 
at irregular intoivals; she was sometimes six months, a year, two, and 
oven three years without an attack. In some of the attacks the efforts at 
micturition would bo long unavailing, until at length, by increased effort 
and pressure on the belly, the hydatiils would shoot out with a sort of 
noise, and then the urine followed in full stream. Four years later, the 
patient died ; it is not stated from what cause. The left kidney was found 
converted into a thick and firm hydatid sac, filled with vesicles. The 
liclvis and ureter were greatly dilated. The right kidney was healthy. 

Cask IT »-—Hydatid cyst of the right I'idmy, ■which, opened first into the 
ureter and suhseqmutly into the right lung. Hydatid vesicles dis¬ 
charged ■with the urine and by coughing. (Bbraiul, 1. c., p. 63.) 

Madame B., a!t. 54, had exia-rienced, for several months, pains in the 
right lumbar region and occasional difficulty of micturition ; otherwise the 
healtli was good. 

On Aug. 30, 1851, she was suddenly seizoil with such violent pain in 
the right kidney tliat she was obliged to be carried home. M. Fiaux, 
who was called to the case, found extreme distension of the bladder; a 
catheter was introduced, and tlie urine withdrawn presented nothing 
uunsiul. The patient passed a good night, and was guite restored in a 
couple of days. 

On Sept. 15th, she went to St. Denis, where she was raized with the 
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same symptoms as before. She succeeded, after great efforts, in expelling 
by the urethra a little membranous yesicie as big as a pigeon's egg, 
and immediately afterwards she passed abundance of water, and was 
relieyed. 

On the 26th, the pains returned ; they commenced in the right lumbar 
region, and radiated towards the pelvis and the right thigh. She tried to 
pass water several times during the night, without success. The bladder 
reached almost to the umbilicus. A large quantity of clear urine was 
withdrawn by catheter with immediate relief. 

From the 8th to the 23rd of Oct., retention of urine recurred on three 
occasions, and the urine withdrawn did not present any peculiarities. 

On Nov. 2nd, the pain in the kidney returned with groat severity ; it 
mounted to the liver and descended along the ureter to the thigh ; there 
was thirst, hot skin, with tenderness and mctcorism of tlie abdomen. The 
patient had passed water several times during the night, but in very small 
i|uantities. The urine was turbid, with a glairy do]> 08 it at the liottom of 
- the vessel. From this date to the 22ud, the pain diminished ; the urine 
continued turbid, and contained pus. 

On the 24th, the jHitient had a violent rigor, and the renal pain became 
more severe than ever. Vomiting occurred several times during the night, 
and three or four liquid stools were passed. She also voided urine several 
times. M. Fiaux now observed, for the first time, in the urine, shrvds of 
membrane having the. characters of hydatids. On examining the right 
flank, an oblong tumour was found below the liver, apparently united to 
it, extending to the iliac fossa and having a breadth of about 4^ inches. 
The tumour was hard, and tender on pressure ;■ no loop of intestine passed 
in front of it; tire lumbar region behind presented a tolerably prominent 
bulging. It was no longer doubtful that this was a hydatid tumour of the 
right kidney in a state of inflammation. 

Il'rotn this time hydatid fragments continued to be discharged with the 
uriuofrom time to time, and the liunlmr fulness became more pronounced. 

On the 22nd of Dec., under the advice of Gendrin, steps were token to 
open the tumour, and several caustic issues were established on the front 
of it. 

Hut on the 2nd of Jan. violent pain set in at the base of the right lung, 
with cough, mucous expectoration, and fever. Frequent shivering oequrred 
the next day, and the {lain and fever continued. 

Jan. 7th. The opxrression was increased. Violent fits of coughing 
occurred, with abundant purulent expectoration, of a fetid urinous odour; 
and this was mingled with membranes similar to those discharged with the 
urine. She continued to cough up hydatid shreds and urinous pus and to 
become gradually weaker until Jan. 22nd, when she died in a fit of suffo'- 
cation, after having discharged seven or eight hydatids. 

jfittopsj/.—The small intestine was thrust to the left; the ascending 
colon bordered the tumour, and was intimately connected therewith in its 
lower two-thirds. The right lung was indnra^ at its base, and united to 
the diaphragm. Behind the cyst was a purulent collection, as large as an 
orange, wbieh communicated with the cavity of the cyst. The liver, left 
lung, and stomach were healthy. 
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The tumour was found adherent to the lower surface of the livor. It 
was constituted by the right kidney, which was converted into a sac as 
large as a child’s head. Few remains of the renal ti.s8ue were found. On 
cutting open the sac, it was found to communicate by two distinct openings 
with the dilated pidvis of the kidney and the abscess. The latter again, 
which occupied the vault of the diaphragm liehind the liver, communicated 
by a pciforation through the dia]>hragm with a ragged cavity in the base 
of the right lung. All these cavities, with the pelvis of the kidney, the 
bliuhler, and the binnchi, contained a purulent fluid andntunerous hydatid 
vesicles. 

1 ti nvre cases, tlie secomlary cysts contain a tertiary scries 
(};raud-dau}rl<ter cysts). IJnillie mentions such an instance in 
the body of a soldier, whose kidney was found to contain a 
large hydatid cyst. Some of the secondary cysts in this in¬ 
stance merely contained fluid; others contained small vesicles 
floating in their interior.* 

Occasionally, crystals of uric acid have been found adhering 
to the e.xpelled hydatids ; and in Mr. Barker’s case, to be pre¬ 
sently related, Mr. Qiio(;kett found in the interior of some of 
the cysts crystals of triple jihosphatc, uric acid, and oxalate of 
lime. In four cases Ciilcnli were found witli the hydatids in 
the kidney or .bladder ; or w(!re i)nssed by the urethra. 

The itijnijitoim dilfer essentially according as the cyst has 
forced a passage for its contents into the })elvis of the kidney, 
or elsewhere, or still maintains its integrity. In the latter 
case the cyst remains wholly latent until it attains sufficient 
bulk to form a palpable tumour in the flank. As the tumour 
grows, it displaces the viscera in its neighbourhood, generally 
without further mischief; but sometimes inflammatory adhe¬ 
sions or suppuration take place in its vicinity and occasion 
interenrrent attacks of pain and feverishness. «In eighteen out 
of our sixty-three cases, tumour in the side was discernible 
during life. It varied in size from an orange to an adult’s 
head, and presented a rounded form and an elastic feel. In 
some instances fluctuation was distinctly perceived in it; in 
others obsenrely; in others not at all. The peculiar thrill 
characteristic of hydatid tumours (hydatid fremitus) was ob¬ 
served only in a few instances. In order to evoke this sign, 
the fingers of the left hand should be laid npon^ the tumour, 

' Baillie, Morbid Anat., flth ed., p. 294. 
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and tapped sharply with the fingers of the right. A thrill is 
then commnnicated to the overlaid fingers, which has been 
compared to the vibrations of a repeater watch held in the 
hand. A similar sensation is commnnicated to the ear when 
the stethoscope is applied and the tumour tapped with the 
fingers.* Sometimes the fremitus is absent under conditions 
which apiiear favourable to its production. In a case reported 
by Livois (cited by B^rand) even Rayer was unable to detect 
anything beyond ordinary fluctuation, and diagnosed a hydro¬ 
nephrosis. After death the kidney was found converted into 
an enormous hydatid sac containing multitudes of secondary 
vesicles, varying fiwm the size of a grain of millet to a hen’s 

The topographical characters of the tumour agixje with those 
of renal tumours in general. The colon is usually found in 
front of the intumescence: but it is important to know that 
this is not invariable, fieraud communicates a case from 
Nekton’s cliniquo, in which the descending colon ran along the 
outside of a hydatid tumour of the left kidney : in Fiaux’s 
ease, already related (p. 57C), the ascending colon coursed 
along the inner border of the tumour, and no Intestine sepa¬ 
rated it from the abdominal parietes. 

When the cyst bursts into the; pelvis of the kidney, the 
escape of its contents by the urethra constitutes a capital 
symptom. This may occm’ with or without symptoms refer- 
rible to the renal region (tumour, nephritic colic, &c.). Entire 
vesicles mixed with broken ones are usually voided; in other 
cases only fragments are i)assed, or a milky detritus in which 
echinococci-hooks, laminated shreds, and oil particles may be 
detected by the microscope. 

Tlic discharge of vesicles takes place in paroxysmal attacks, 
at wholly irregular intervals. In exceptional cases, only one 
paroxysm is experienced, during which the cyst is seemingly 
entirely evacuated, and then finally contracts. In the great 
majority of cases, however, the first attack is succeeded by 

* The history and theory of the hydatid fremitus may be found disenssed at - 
length (with an account of Davaine’s experiments) in Meissner’s lieitrage sur 
Lehre von dent Torkommen des Echinococcus, etc.—Schmidt's Jabrb., Bd. 
116, p. 183. 
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many others. The interval between them may be a few weeks, 
or a few months, or many years. In a case reported by 
Tomowilz, the second attack oocnrred three years'after the 
first. In Quinquercz’s case, seven years elapsed between the 
first and second discharge of hydatids; then the attacks 
followed each other more frequently, at intervals of one or 
more years, for ten years; in the last year they recurred every 
four or six weeks. 

An attack is usually nshered-in by sharp pain in the loin, 
sometimes with a sensition as of something giving way inter¬ 
nally. The pain shoots down along the ureter to the inside of 
the thigh. It may be attended with rigors, sickness and hic¬ 
cough—though this is rare ; then follow colicky spasms in the 
course of the ureter, indicating the descent of vesicles along 
that canal—sometimes aggravated by suppression of urine and 
retraction of the testicle. These symptoms continue a few 
hours or several days, and they commonly cease suddenly, often 
with a feeling as if something had dropped into the bladder. 
The urethra is next forced, and new symptoms arise—retentioh 
of urine, excessively frequent desire to pass water, with severe 
pain extending to the end of the penis. When the vesicles arc 
expelled, relief follows. The number of vesicles discharged 
during an attack varies from one or two to several dozens. 
The urine is often tinged with blood or mixed with pus. The 
force required to effect the final expulsion is sometimes suffi¬ 
cient to propel the vesicle a considerable distance vrith an 
audible thud. 

The paroxysms are sometimes determined by some evident 
exciting cause, such as a blow or fall, or by horse or carriage 
exercise. In Zinkeisen’s case the attacks usually followed the 
use of spirits and strong coffee.* 

After each discharge of hydatid vesicles the tumour (if any 
exist) may subside sensibly. On the other hand, rapid en¬ 
largement of the tumour, from distension of the pelvis with 
accumulated urine, may follow the impketion of a vesicle in 
the ureter. Repeated discharges occasion dilatation of the 
passages, and enable the patient to void larger vesicles with 
less pain. 


* ¥«b>nidt’i Jabrb., Bd. 116, p. 200. 
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The following examples iltastrate the eccentric coarse and 
nsaal sjinptoms of renal hydatids :— 


Case ITT.— Rr.petUed discharge of hydatid vesicles with the urine ; tumour 
in the left lumbar region,—final recovery. {Letlsom, Memoirs of the 
Medical SoeUly of Zond(m,’Vul. II. p. 32.) 

A gentleman, aged 32, was thrown off his horse in Feb. 1780, and re¬ 
ceived an injury in the lujnbar region. This was followed by considerable 
hneniaturia. In a fortnight all the consequences of his fall had disappeared; 
but in the following Juno he spit blood ; this also i)as8ed rapidly away. 
Three years later, he was seized with shivering and a violent pain in tlie 
ieft lumbar region. A few days after, he perceived an enlargement in the 
hypochoudrium. This increased gradually until February, 1784. After 
the first month the tumour was so little painful that ho was enabled to 
take a journey of 130 miles to Loudon to consult I)r. Lettsom. 

A fluctuating tumour os large as an infant’s head was detected in the 
ieft hypochrondrium, extending from the spine to the umbilicus and from 
the ribs to the os innomiuatum. 

As the swelling augmented the pain increased, and the patient suffered 
considerably from the action of walking and from motion in general. At 
length (Feb. 20tb) some dittieulty in making water was ex|>orienced, and 
for many hours there was a total obstruction of urine. The same night 
there was great pain with violent rigors; but early in the morning the 
patient experienced the most happy relief by the dmchaige of a large 
quantity of thick pus with the urine, which was followed the next day 
by the escape of numerous hydatids. 

In a few days the tumour subsided, and the purulent discharge ceased; 
after this, he continued recruiting his health fur nearly a fortniglit, when 
his side enlarged again, after exercise in a coach, probably by a laige 
hydatid stopping up the ureter; rigors and strangury succeeded as before, 
and the tumour became as large as in the first instance, until the latter 
end of March, when he experienced a second discharge in every respect 
like the former, excepting that the hydatids were much larger. 

His health and strength again returned, until his side filled a third 
time, after exercise on hurseback, and continued swelling until the 2Sth 
of April, when be was again relieved by a tliird discharge ; the hydatids 
now passed were considerably larger than those of the preceding attacks. 

The passages now Ixscame so open, that he frequently dUcharg^ hydatids 
after walking or riding, without enlargement or pain of the side; or if he 
felt uneasy or perceived a tendency to tumescence, by pressing his hand 
upon the side, he could squeeze the vesicles into the bladder, where they 
would remain some time before they were discliarged; but the hydatids 
became at length so considerable in size that it was with great difficulty 
they passed the urethra. The last vesicle which he voided (on the 12th 
of July) was so very large that it stopped up the urethra, and remained 
in it for a considerable time, until the weight of the accumulated urine 
forced it away. 

The eailiest hydatids voided burst in their exit; and they gradnolly 
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increaBed in magnitude in every raecesRive diaciiai^; the first which he 
XABScd were not bigger than the skin of a green pea, and the last about the 
size of a pullet’s egg. 

Since this last discharge his health was gradually re-established ; he was 
able to enjoy, witliout the least inconvenience, thereafter, the chase and 
every other species of exercise as well as ever he did. 

Cask IV.— Discharj/e of hydatids ly the vrethra in periodical paroxysms, 
occurring yearly for a period of thirty-seven, years. (Yigla, Bulletin de 
la Socitte Amdomique, 1838. Cited by Biravd, 1. c., p, 67.) 

A liealthy woman, ost. 37, had snflered from her infancy with her present 
symptoms, which occur in annual paroxysms. Every winter, and generally 
in the month of January, she experiences in the left renal region a pain, 
which spetHlilylx'comes severe and forces her to rolin)|uish her occupation. 
There is no fever; nor vomiting; but the apjietite is lost; the urine remains 
natural. At the end of two or three days of this condition, she voids a 
very large number of hydatids, mingled with a turbid urine. This emis¬ 
sion takes place two or three times a day, for throe or four days, and then 
she returns to her ordinary health. Sometimes, but very rarely, similar 
attacks occur in the coarse of the year, but slighter; these latter consist 
of a violent pain in the same place, not lasting more than two or three 
hours, at the end of which an omission of urine with discharge of hydatids 
ensues, and tiie ]>ains disappear. These slighter attacks have never 
reciurred more than once or twice in Uie same year. In the year 1838 one 
of the annual January attacks was observed by M. Vigla. The prodromata, 
that is to say, the ]>aiu and uneasiness, wore accompanied with feverish- 
ness; but this was attributed to a co-existing acute X'ulmonary catarrh. 
At the end of four days, ns usual, the emission of urine charged witli 
hydatids commenced, and continued for four days. The quantity of 
vesicles which she rendered was enormous; for she ))tt8aed urine twice or 
thrice on each of these three days, and every time from 40 to 60 large 
hydatids were found in the urine, without counting the little ones. Tlie 
larger ones passed the first, but raptured ahd empty; the largest of all 
KUiqiassed the size of a pigeon’s egg. The smaller ones were voided entire, 
and full of a semi-transjuireut fluid; some were smaller than a pea. There 
were no 8ymx)tums refertible to the bladder. 

Case V.— Hydatid cyst of the right kidney; suspicion of pregnasicy; dis¬ 
charge of hydatid vesicles by the urethra. {Bdbington, Med. Times and 
Via., 1856, /. p. 160.) 

A healthy single woman, ast. 27, was admitted into Guy’s Hospital on 
Feb. Stb, 1864. About the age of 23 she was one day kicked in the abdo¬ 
men by a child which she was carrying upstaii's. The kick gave her much 
pain, and on the night following she discovered for the first time a tumour 
about the size of an egg in her right side. The tumour gradually increased, 
and in the coarse of a year became so large os visibly to distend the ab¬ 
domen. About this time the menstrual function was suspended, and 
the increasing size of the abdomen caused her great trouble, by exciting 
suspicions in the minds of her relatires that she was. pregnant. The 
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enlargement, however, oontiuued beyond the usual period of utero-gi's- 
tntion, and anxieties as to the nature of the disctise tmk the plaice of tlic 
suspicions aUuded to. She was now sent up to London from her liome in 
Oxfbrdshire, and was admitted into St. Bartholomew’s lli^pital, uudi'i- 
Dr. Hue. The tumour was at this time stationary, and her genomt 
health gooti. After a few weeks' stay in the hospital she was discharged, 
and returned to service, where she continued without material change in 
lier condition until about a year prior to her admission into Guy's Uospital, 
under Dr. Babiugton, when she began to pitss “ skins and little bladders," 
with the urine. Tliese bodies continued to be voided afterwards in large 
numbers. Often a vesicle would get impacted in tile urethra, lUid re<]uirc 
to be pulled out with the lingers. At first neither blood nor matter was 
ever jircsent in the urine. A1)out two weeks Isd'orc admis.sion, liowcver, 
after having been conltned to bed for several days with intense pain in the 
side, she suddenly felt a sensation us if something burst within her, and 
sliortly afterwards matter and blootl began to escape by the urethra. The 
tumour had meanwliilc nmeb diminished in sisc, and at the time of her 
iulmission there was no visilile enlargement of tlie alnluinen. During licr 
illness she liad lust some tiesh, Iiut still retained a fairly robust appearance. 

On examination of the alalomeu, a large mass apparently about the size 
of a tVetal head, but llattcned, was easily felt in the right hypochondriac or 
lumlstr region. It was nut tender, and- felt firm. The ]iationt remained 
under Dr. Babington’s care for several months, during which vast uumls-rs 
of hydatid vesicles were iiaased. The vesicles varied much in size, some 
were broken aud others wliulc. The urine cuntained also much pus. The 
gii-l somewhat improved in heaiUi, and the tumour became decidedly 
smaller before she left the hospital; at the time of her discharge, she still 
continued to void occasionally pus and hydatid vesicles. 

Case VI.— Frfjjaenl dincharge of hydaiui vesicles by the urethra—nephritic 
colic and suppression of urine. No tumour in the flank, ( Vr. Barker, 
1. c., p. 6.) 

A young man, rot. 28, came under the notice of Dr. Barker, of Bedford, 
on Dec. ITtli, 1853. He was suifering from a dull aching jiain in the loins, 
jsirticularly on the left side, with freipient desire to pass urine, and slight 
dilliculty in voiding it. The urine was healthy. On the 22nd of Dec. 
he exjiericnced greater difficulty than ever in jiassing urine in the early 
l>art of the. night, and for some hours he was unable to pass a single drop, 
hlarly in the morning he passed four little hydatid cysts with immediate 
relief. Subse<iuently he recovered sufficiently to follow his occupation 
daring the summer of 1854, salfcring nothing more than an occasional 
freiiuent desire to void urine. 

On SepC 10th, 1854, he juissed six cysts; .but with legs pain than on 
the previous occasion—a result which the patient attributed to taking 
10 drops of oil of turpentine, which hod been recommendml to him, and 
which greatly increased the diuresis. The urine after the passage of the 
cysts was tugged with blood. 

On Nov. 16th he passed four cysts. The passage of these was preceded 
by severe pain in the left kidney, by the passage of several pieces of clotted 
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blood, and by considerable difficnity in voiding nnne. Indeed, for two 
entire days he |»a8sed no nrine. On this occasion he took 10 drops of 
turpentine, within two hours, in divided doses. Shortly after taking the 
turpentine, the pain in the left kidney suddenly ceased, with a sensation 
which, to use tlie patient’s own words, seemed to indicate that “ something 
had suddenly broken in the kidney.” He then complained of pain along 
the left iliac region, which continued for several hour^ and ceased as sud¬ 
denly as the previous pain had done. After this, all attempts to void 
urine were accompanied with pain along the urethra, premonitory to the 
exjmlsion of tlie cysts from that passage. 

He continued in good health, with the exception of occasional dull aching 
pain in the lumbtr region, especially the left side, until Dec. 9th. He 
then passed five cysts, but all smaller than the previous ones; and no more 
were passed until Dec. 31, when he awoke in the morning with acute jiain 
in the loins, and all the symptoms previously described us occurring on 
Nov. 16th. During the day he passed twenty cysts—ono at 8 a.m. ; 
eleven at 1 p.m. ; live at 7 p.m. ; and three at 11 p.m. The cysts 
}uisse<l in ra])id succession, and some wore of a size as large as a small 
walnut. On Jan. 1, 1855, a single cyst was passed in the morning; on the 
2nd two others ; on the 3rd one, and on the 10th two. Prom this last 
date up to I )cc. 8th (bayond which the history is not carried), he continued 
to suifer frecjucntly from attacks of pain and difficulty in passing urine, 
followed often by the expulsion of cysts, between seventy and eighty of 
which he brought to Dr. Barker. * 

Careful examination failed to detect any abdominal enlargement. 

The urine often contained a small quantity of blood during and after the 
expulsion of the cysts ; it was often loiuled with lithates and phosphates ; 
occasionally, crystals of uric acid were found attached to the outer surface 
of the cysts. The general health suifcreil little. Altogether upwards of 
150 cysts were passed; they varied in size from a pin’s head to a walnut. 
The larger vesicles contained echinococci; but many of the smaller ones 
did not contain airy. 

The duration of the symptoms is altowether uncertain. In 
some of the cases permanent recovery followed one or a few 
discharges of vesicles. Other patients went on passing hyda¬ 
tids for three, ten, twenty, and even thirty years. A diseharge 
of vfesiclcs having once taken place, there are no means of 
aseertaining whether any more attacks will follow. Neither 
the number of vesicles voided, nor the frequency of the dis¬ 
charges, supplies any reliable indication. The only sign of 
value is the lapse of time since the preceding attack: the 
longer the interval the less probability of recurrence. 

The usual tmninafion is recovery. Out of sixty-three ogses, 
recovery was assumed to have taken place in twenty ; in most 
of these the attacks had ceased for some years. In sixteen 
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cases, vesicles continned to be discharged at the date of the 
record; ia. nineteen cases the termination was fatal; and in 
eight we are left without information. Of the nineteen fatal 
cases, death took place in nine from causes other than the 
hydatid disease (phthisis, cancer, gangnena senilis, &c.) ; so 
that only in ten (sixteen per cent.) was the fatal issue attribut¬ 
able to the parasite. Death was brought about in these ten 
cases in diverse ways—by bursting of the (lyst into the bronchi, 
by pleurisy from pressure of the tumour on the thoracic cavity, 
suj)puration of the sac, &c. In a case reported by Dr. Black¬ 
burn, the left kidney was the seat of a hydatid cyst which had 
burst into the iKjlvis of the organ, where a large calculus was 
also found ; the right kidney was congenitally absent; so that 
the abrogation of the function of the left (and unique) kidney 
proved necessarily fatal.* 

Etiologif .—Hydatids are not uncommon in Tilngland, France, 
and Germany : more rare in America and India. There is, 
however, no country so fearfully infested therewith as Iceland. 
According to Eschricht (sjieaking of hydatids in any part of 
the body), a sixth part of the population arc afflicted with this 
jjarasite. The frequency of the disease is due to the vast 
number of dogs in that country, which live in intimate contact 
with the inhabitants, and are greatly infested with the taenia 
echinococcus. The ova of the parasite, discharged with tlie 
excrements of the dogs, foul the dried fish which forms a large 
part of the food of the population. The embryo of the parasite 
thus finds its way into the stomach, and thence travels into 
different parts of the body, giving rise to hydatid cysts. 

The use of uncooked meat and salad is evidently an easy 
source of infection, in places where dogs are numerous and live 
in close intercourse with their masters. Dr. Barker’s patient 
had been for a year a vegetMian. 

Men appear more subject to renal hydatids than women— 
the projwrtion, in our sixty-three cases, was forty-one men to 
tw'enty-two women. In only one instance were more than one 
member of family affected: in that case, a husband and wife 
passed hydatids by the urethra.t 

* Land. Mod. Jonrn., 1781, p. 128. 

t Gay, Med. Timeii and Qm.-, 1855, I. 160. * 
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The mean age, in forty-seven cases, was thirty-four years : 
the youngest was only four years, and the oldest reyenty-five. 

The diagnosis presents no difBculty when a tumour exists in 
tlie side and hydatid vesicles are voided with the urine. 
When the vesicles are broken in the passage, the laminated 
structure of tlie pieces, or the finding of echinococci-hooks, 
decides the nature of the discharge. 

So long as the parent cyst remains intact, the urine pre¬ 
serves its normal characters, and the diagnosis turns on the 
characters of the tumour in the flank. Hydatid fremitus, when 
j)resent (wliich is rare) is a valuable sign ; but its absence, as 
we have seen, has little significance. 

Hydatid tumour of the kidney is most liable to be con¬ 
founded with hydronephrosis; and in the absence of discharge 
of vesicles, or their debris, with the urine, and of hydatid 
iremitus, the diagnosis is extremely difficult, or impossible ; it 
rests chiefly on the indications of the previous history. 

When vesicles are voided Avith the urine, and no tumour can 
be detected in the flank, the seat of the parent cyst is some¬ 
times indicated quite clearly, to be the kidney, by signs of 
nephritic colic—in other cases, more obscurely, by pains in 
the back and loins or about the crest of the ilium. When 
Ihesc indications fail, a careful examination of the pelvis 
should be made through the rectum or vagina: if no evidence 
be found of a tumour between these parts and the bladder, it 
may bo inferred, almost with certainty, that the parent cyst is 
situated in the kidney.* 

ThejwroyHo.'fM is generally favourable—much more so than 
in hydatid cysts of other internal organs (the uterus excepted), 
on account of the facility and safety of evacuation by the 
urinary passages. It is most favourable of all when the dis- 

• Prof. Otto Spiegeibcrg (Arch, fiir GynUkol. i. 1, p. 146, quoted in 
Sebmidt'e Jahrb., Bd. 146, 1870,) records tlic case of a woman, mt. 42, who 
for fifteen months hod had a tumour in the right hyjKigastrium. It was 
moveable, distinctly fluctuating, and about the size of a man's head ; and 
extended downwards towards the brim of the pelvis. It could bo felt and 
moved from the vagina, and was taken for an ovarian cyst. On proceeding to 
perform ovariotomy, when the cyst was opened, two echinococcus membranes 
escaped which cleared up the diagnosis. A portion of the kidney was left 
behind. The patient died 26 hours after the operation. 
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charge of hydatids by the urethra is unassoeiated with tumour 
in the abdomen. In no such case has a fatal result been re¬ 
corded : the cyst in such cases may be inferred to be small, 
and to be situated in the pyramidal structure of the kidney, 
whence its contents find easy exit through the infundibula. 

When a renal tumour exists, the issue is still likely to prove 
faYourable if the cyst has opened into the urinary passages. 
There is, however, some risk that a second opening may be 
formed in a less safe direction (into the lungs), or that the cyst, 
or the parts around, may suppurate. This latter contingency 
is by no means rare, nor is it necessarily fatal. In several 
instances large quantities of pus were discharged with the 
vesicles, and yet the issue was fovourable. In three cases, in 
which vesicles were discharged both by stool and with the 
urine, the termination was favourable. In an instance recorded 
by Flecklcs, a woman who had had a tumour in the side for 
many years voided frequently hydatids by the urethra, and 
subsequently a large quantity by vomiting. At the date of the 
report the case was going on favourably.* In the two cases in 
which the cyst burst into the cavity of the thorax, the termi¬ 
nation was fatal. 

When the .cyst fails to open a passage for its contents into 
the pelvis of the kidney, the prospects of the patient are much 
more serious. The tumour is liable to attain very great 
dimensions, and, by its pressure, to excite inflammation in the 
surrounding parts, or within the chest; or the cyst itself may 
suppurate and be transformed into a vast abscess. The 
operation of puncturing such a cyst is one of considerable 
danger. 

Treaimeni .—The indications to be held in view are, to 
destroy the life of the parasite, to facilitate the evacuation 
of the cyst, and to combat the accessory symptoms and 
complications. 

Whether medicines administered internally have any real 
power to destroy the life of a hydatid parasite, or to facilitate 
the evacuation of a hydatid cyst, may be greatly doubted. 
Nevertheless, oil of turpentine has obtained a certain reputa- 


Schmidt's Jahrb., Bd. 87, p. 206. 
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tion on the strength of its tBenia-ftige properties. The 
echinococcus of the hydatid resicle is undoubtedly identical 
with the head of a certain species of tape-worm; but the con¬ 
dition of a parasite free in the intestinal canal, is widely 
diftercnt fi’om the encysted state of the same parasite in the 
substance of the kidney, where remedies can only reach it 
indirectly, by the circuitous route of the circulation. Turpen¬ 
tine was given in a large proportion of the recorded cases ; 
but there is little evidence that it had any beneficial influence 
beyond its diuretic effects. 

The escape of the vesicles in Dr. Babington’s case, was 
thought to be favoured by a course of iodide of potassium.* 

A variety of other vermifuge and diuretic medicines have 
been used, with more or less show of success—calomel, nitrate 
of potash, the caustic alkalies, hemlock, taraxacum, etc. 
Berand states of his patient, that whenever he took white 
wine, and beverages containing nitre, he voided a much larger 
number of vesicles than at any other times. On two different 
occasions he was made to take 20 grains of nitre in dandelion 
tea, and each time the desired effect was speedily produced, f 

Electro-i>uncture has also been practised with a view to kill 
the worm ; but without evidence of success. 

When the cyst has opened into the pelvis of the kidney, the 
practitioner is able, in diverse ways, to facilitate the expulsion 
of the vesicles, and to moderate the severity of the accom¬ 
panying symptoms. Anodynes, especially opium, the warm 
bath, free use of diluents, are indicated during the passage of 
the vesicles j if the nephritic paroxysm be intense, blood 
may be abstracted from the loins by cupping. Sometimes 
mechanical aid is required to assist the liberation of the 
vesicles. Dr. Lettsom’s patient helped their transit along the 
ureter by pressing them forward with his fingers; and in 
several cases it is noted, that patients (mostly women) have 
used the fingers to dislodge vesicles impacted in the orifice of 
the urethra. The use of the catheter is sometimes required to 

e • 

* la two cases of hjrdatids of the liver, I have seen the cyst gradually and 
completely contract after a course of very large doses (SO grains t. cLj of 
'iodide of potassium. 

t GhkS. d. HOp., Aug. 11, 1832. Bfraud, 1. c., p. 93. 
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relieve the retention of nrine caused by vesicles engaged in the 
urethra or pressing against the neck of the bladder. 

TlTien the cyst remains closed, measures should be taken 
to evacuate its contents. In similar cysts of the liver 1 
have, in four cases, adopted the following plan with uniform 
success. I employ a tubular gold needle,—like the needle 
employed in subcutaneous injections, except that it is about 
twice as long. The base of the needle is mounted on a piece 
of india-rubber tubing three feet in length, and furnished with 
a small stop-cock at its lower end. The tube is first filled 
with water by suction, and the stop-cock closed. The needle 
is then thrust into the most prominent part of the cyst, and 
the lower end of the tube is placed in a vessel on the floor. 
When the stop-cock is opened, the fluid begins to run—the 
column of liquid in the tube acting as a syphon, and exercising 
a soliciting force on the contents of the sac.* The wound 
made by these fine needles is so minute that there is no risk 
of extravasation into the peritoneum—and certainly no risk 
of peritonitis, as I have tested in a large number of instances. 
In two of my cases simple piinctnre by the needle has been 
sufficient, with only a withdrawal of a drachm or two of the 
contents, to destroy the life of the parasite, and to cause it to 
pass very gradually into obsolescence and absorption. 

It must, however, bo remembered that evacuation of a renal 
hydatid is not so urgently called for as the evacuation of a 
hydatid of the liver; because in the former there is a natural 
tendency to spontaneous evacuation by the urinary channels, 
with very little risk, to life, whereas a hydatid of the liver has 
no such ready means of escape. 

* This plan is substantially like an operation with the more recently intro¬ 
duced HspiratOT, but the force used is of » mure gentle and safer character, — 
sec a, paper by the author “On Exploration and Tapping” in the Liverpool 
and Manchester Medical and Surgical Rc]>firts for 1873. 
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II.-BILHAEZIA fl^MATOBIA.— 045 OW. 

{Distoma Ilmnatdtritim — Bilharz.) 

JiiMiARH—Zeitscli. far Wiasonsohaftliclus Zoologie. Bd. iv. 

(JiuKstNuHB—Bool)aclitnngcii ubor die Krankheiten von Egyiden. Archiv d. 

Physiolog. Hcilk. 1854, p. 661. 

Davaikk—K ntozoaircs. Synopsis, No. 38. 

(^>KKiiLV—Kntozoa, p. 197. 

HAULBr (Da. John)—E ndemic iimmataria of the Cape of Good Hope. Med. 
Oiir. Trans, vol. xlvii. p. 55 ; ibid. toI. 52; and ibid. vol. 54. 

This parasite was discovered by Bilharz, while conducting, 
with Griesinger, an investigation into the diseases of the 
Egyptians. Bilharz named it Distoma Hfflmatofcium; but 
later writers have erected it into a separate genus, which 
Cobbold has named Bilharzia in honour of its discoverer. It 
is an elongated, soft-skinned, bisexual entozoon, three or four 

lines in length, of the trematode or 
fluke kind (Fig. 73). It inhabits 
the branches of the portal system, 
and the minute veins of the pelvis of 
the kidney, ureter, and bladder. So 
common is it among the Egyptians, 
that Griosinger found it 117 times 
in 3G3 autopsies. 

The male (A i g) is comparatively 
thick and short, and provided with 
a gynmcophoric canal, in which the 
longer, filiform female (a h c) is 
lodged during the copulatory act. 

The egg (Figs. 74 and 75) are 
oval bodies, of an inch long, 
with a spiny projection from the 
htSiy anterior end. The embryo, when 

newlj escaped, is flask-shajied, and 
provided with cilia (Fig. 75). 

Tliis creature does not produce much mischief in the larger 
veins ; but when lodged in the smaller vesrels of the mucous 
and submucous tissue of the urinary and intestinal tracts, it 
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engenders severe and often fatal disorganisation. Griesfnger 
found that, in the large intestines, it gave rise to a disease 
resembling djsanterj, and that it was a frequent complication 
of that disease, but not the essential cause of it. 

The ravages of the Bilharzia produce much more serious 
results in the urinary chauncls than in the intestines. It 
chiefly affects the bladder; but frequently also the ureter and 
pelvis of the kidney. 

In the bladder, it gives rise to injected and ecchymotie 
raised patches, varying from the size of a lentil to that of a 
shilling, covered with a tougli mucus, or with gi’cyish-yellow, 
bloody exudation, which contains masses of ova. In more 
advanced stages the patches are more elevated, discoloured, 
mixed with pigment sjiecks, smooth and leathery, or soft, 
friable, and encrusted with gravelly matter, counwsed of uric 
acid and other urinary dcjwsits, mixed with ova and blood. 
In other cases, the patches resemble nodnles or condylomata, 
over which the mucous membrane is sometimes preserved un- 
iiijured, sometimes thickened, injected, adherent, or detached. 

AVhen the parasite invades the ureter and pelvis of the 
kidney, its effects are still more destructive. Tlie calibre of 
the ureter is narrowed at the affected sj)ot. Above the con¬ 
striction, the ureter is dilated from accumulation of urine; the 
IKilvis is also distended, and a hydronephrotic condition is' 
produced. Or, inflammation and suppuration are set up, and 
severe pyelitis ensues. In one instance, Oriesinger found the 
kidney distended into an enormous sac filled with pus—the 
renal tissue being wholly dcstroj'ed. 

In addition to these direct results, urinary concretions arc 
often formed on masses of ora, and grow into large calculi. 
This accounts fer the frequency, and endemic prevalence, of 
calculous disorders in Egjqrt. 

Griesinger remarks:—“ These various changes in the me¬ 
chanical state and nutrition of the uro-poietic apparatus fail 
not to react most deleteriouely on the entire organism. A 
series of cases have fallen under our notice, in which they pro¬ 
duced general ill health, and, at length, death. Most of these 
individuals were finally cut off, with shattered constitutions, 
by pneumonia, dysentery, and the like.The direct signs 
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of tlie disease are to be sought in the uro-poietio system, but 
especially in the urine. Repeated hmmaturia in sickly indi¬ 
viduals, from unknown causes, often came before us in Egypt, 
We no longer doubt that the symptoms were produced by 
distoma-processes. The eggs of the distoma were found by 
Bilbarz in the urine of a boy who, during convalescence from 
lyphus, suffered from hminaturia.* Symptoms of pyelitis, or 
slight affection of the bladder, must be present in many cases.” 
.... “Cases also came before ns, which awoke a strong 
suspicion, that the Distoma disease sometimes rah its course 
as an acute, severe, and fatal disorder. We found on tvw> 
occasions, in the bodies of persons who had rapidly died from 
an unknown acute disease, abundant recent distoma-changes 
in the bladder, recent pyelitis, and a uniform dark red 
hypermmia of the kidneys. In other cases of supposed rapid 
typhus, the same changes were found in the bladder and 
ureter.” These researches open a wide field for conjecture. 
Not only may urinaiy derangements and urminia be occasioned 
by the ravages of the parasite, but septic infection may arise 
irom the accumulation of heaps of dead and dying animals in 
the portal vessels ; or the animals may creep into the general 
circulation, and find their way into organs of vital importance: 
in one instance distoma egg-shells were found in the blood of 
the left ventricle. 

In a note to his remarkable paper, Griesinger throws out the 
conjecture that the endemic hsematuria of hot countries may 
be due to the presence of this worm in the urinary passages. 
A most interesting confirmation of this conjecture has 
been supplied by the researches of Dr. John Harley. Dr. 
Harley had an opportunity of examining the urine of three 
gentlemen who bad resided at the Cape of Good Hope, and 
who had been subject to the endemic haematuria of that 
country. One of these still continued to be affected with 
slight hmmaturia; the other two considered themselves cured 
of the hsematuria, but were subject to gravel. In the deposit 
from the urine of all three. Dr. Harley detected numerous ova 
of the Bilharzia. The condition of the urine in the first case 

* OrioingCT states that the elioical aspect of the snhject only began to 
engage their attention vlieD he and Bilharz were about to quit Egypt. 
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is thus described by Dr. Harley:—“ Pale-amber coloured, sp. 
gr. 1017’6 acid, deposits a deep layer of dirtyish-wbite floccu- 
lent matter, amongst ■which were two short opaque filaments 
about the • 3 V of an inch in diameter, of a brownish colour and 
soft consistence, two shorter and wider fragments of the same 
substance, a little reddish mass of the size of a hemp-seed, like 
a little clot of blood, and numerous white specks. The clear 
limpid urine, when acidulated with nitric acid and heated, 
deposited a trace of albumen.” Uric acid, o-xalate of lime and 
urates were also sometimes found. The deposit, examined 
microscopically, was found to contain pus corpuscles ; and the 
filamentous bodies and coagula contained imbedded in them 
great numbers—sometimes thirty or forty, or more—of bright 
highly refractive oval bodies, which were identified as the ova 
of Bilharzia (Fig, 74). These observations seem to establish 
the ]>arasitic origin of the endemic hasmaturia of Cape Colony, 
and render it extremely probable that the endemic hmmaturia 
of ilauritius and other hot climates has a similar origin. 





Fio. 74. Ova of Bilharscia ))a:inatobia, found in the uiine of a patient ntifTprlri^ from 
the endemic httunatuiiaof the Cape of Hoiie. u, fUamentuf mucufi ( oiitainiii^ 
t»va imbedded x 50; ova a» they apiicared in the fretdi urine x 100. (After 
Harley.) 


An example of this curious disease came under my notice 
last year in the person of a groom, who had been in the 
employ of the Viceroy of Egypt. I am indebted to my friend, 
Dr. Simpson, for an opimrtunity of examining the case. 
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Willinm Ray, ait. 19, was adniittod into the Manchester Infirmary uikIit 
Dr. Rinipson, in Febniary, 1871. He stated that rather more than two 
years ago he went to Cairo, as groom in the service of the Viceroy of 
Kgypt. After a stay of some months, he went to Alexandria for the 
Slimmer, returning to Cairo in the winter. He returned to this country 
about four mouths ago. While in Egypt he had been in the habit of 
drinking the water of the Nile unliltored, and of eating water-cresscs 
freely; with one or two exceptions, he invariably rode horses bare-backed. 
About four months after his arrival in Cairo, he oliserved that he passed 
bloody-looking urine, and shortly afterwards ha suffered iiain in the back 



till. 7.1. BnihirKin in uriTin. 1. Fn'ii emliryos—sliowina iho different sIiajh-s tliey 
assume ns they swim aimut in (lie iiriiiv. 2. Ova cuutaiuiiic uuhalvhed eiiihryes. 
S. Empty shelis trnm wiiieli the ova have estiaiicd. 

nnd p(-rimeuni when riding. Since then he has persistently passed turbid 
urine eontiduiug blood. He is now very ana-mic and thin, but in fair 
health apirt fwim the urinary affection. On the 10th of March 1 examined 
the jiotient’s urine. Tlie siKieiiucu was a fair sample of what he generally 
jinssed. It was smoky and turbid, with an abundant reddish-white deposit 
in which might be seen little flakes of blood-clots; it was neutral to test- 
paper, sp. gr. 1010, and contained a little albumen—rather more than the 
blood and pus would account for. Under the micn^ope, the deposit wo-s 
seen to consist mainly of pus, mixed, however, with blood, both in the 
form of shreddy clots and as free corpuscles. Both ova and free embryos 
of the Bilhanda hamiatobia wore present in considerable numbers (sec Fig. 
76). The embryos, in the mature ova (2), exhibited slow expanding and 
contracting as well as oscillating movements ; these expansile movements 
were especially seen in the cervical ifturowing which at one time became 
very marked, and anon was almost effaced. The free embryos (1) moved 
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actively in the urine for some hours after its emission. They wiu-e covered 
all over, with the exception of the head, with long vibrating cilia, by moans 
of which they moved in various directions, with intervals of (luiescence. 
At times an embryo could be seen racing across the field of the microscojie 
with such speed that the eye could si-.ni'ccly follow it—at other times, the 
movement consiste<l in stretching out the body to its full length, and then 
retracting it to an oval or ball-shaiie. When moving across the field, the 
body turned over and over on its longitudinal axis. Soinctinies tile head 
Wiis retracted into the interior of tlie body. A number of empty egg¬ 
shells, with irregular o])uniugs in tlieni, or in fragments, were also seen 
scattered over the field. 

This pntient continued under observation for two or three 
weeks, and then left the liospital witliout leave. 

In tills case all the ova had terminal spines—not lateral 
ones—so that they resembled exactly the ova found by Harley 
in the cases from South Africa. Dr. Harley states that in his 
cases he never “met with a ffee living embryo in the urine. 
Eggs, which sjilit open and liberate active embryos imme¬ 
diately after they are placed in water, remain quiescent for an 
indefinite time when left in the urine, and all my attempts to 
hatch them in this fluid kept fresh and warm had invariably 
failed ” (Med. Chir. Trans., vol. 54). In the case just rc'corded 
this was certainly not the case—the embiyos moved actively 
in the urine for several hours after its emission. 

It docs not appear that a man aifected with this disease is 
capable of transmitting it to bis wife. The wife of one of 
Dr. Harley’s patients had three or four healthy children, and 
the husband had been passing numbers of the eggs of the 
jiarasite every day of their married life—^yet the lady had 
never had the slightest symptom of the parasitic disease, and 
the urine was free from all traces of the parasite. It seems 
probable that the parasite usually gains entrance into the body 
through the stomach by means of drinking infected water or 
eating salad, to which the minute animal or its embryos or ova 
adhere. Dr. Hurley suggests that it sometimes obtains admis¬ 
sion through the skin, that the minute Iccch-likc animal fixes 
itself to the skin of a person in bathing or wading, and im¬ 
plants the ova iu some superficial vein. If such be the case, it 
is easy to uuderstand that th^ hatching process and irritation 
attending the movements of the free embryos would result in 

4 <1 3 



596 BILUARZIA H.EMATOBIA. 

un indolent form of ulceration, and that the little animals 
might be carried by the circulation from the legs to the urinajy 
organs. It is certain that new colonists in the Cape are very 
apt to be attacked by indolent sores on the legs, and it seems 
not unlikely that their origin may be thus accounted for. 

Of the Ireutmeni of this parasite. Dr Harley observes :—“ I 
liavc found that a di’aught composed of nixv. each of oil of 
turpentine and male fern, and niv. of chloroform, in Jii. of 
tragaeanth mixture, given every morning, brought away great 
numbers of the ova. The saline {? acid) condition of the urine 
is much diminished, and the renal initatiou and pain due to 
tlie presence of crystalline concretions are much relieved by the 
administration of bicarbonate of potash in copious draughts of 
water. The alkali dissolves the uric acid, which I believe to 
be the cementing medium of the^oxalic deposits, and thus the 
disiiitegi’ation of the calculi is facilitated, and their formation 
prevented.” 

From the researches of Siebold on the trematodc worms, it 
may be assumed, that between the ciliated embryo above 
mentioned and the adnlt sexual worm, there are tw'o other 
distinct forms, which serve to complete the chain of metamor¬ 
phoses connecting these two extremes of development. Fresh¬ 
water mollusca and tish are probably the victims selected liy 
the parasite during its development through these intermediate 
stages. Harley oji these grounds suggests the following prophy- 
laetie measures in districts afl’ceted with endemic haiuiaturia : 
1 . The water should be conveyed from its source to its desti¬ 
nation in covered channels, so that the ova contained in the 
urinary and fiecal products of those infested with the parasite 
may be prevented mixing with it. 2. Drinking water should 
be filtered. 3. Salads which may entangle small mollusca con¬ 
taining parasites, and uncooked molluscs and fish (as smoked 
fisli), should be carefully avoided. 

When the ravages of the parasite are confined to the bladder 
and prostate local means may be employed. Dr. Harley tried 
the effects of injections of wormwood, quassia, and iodide of 
potassium. He obtained good results only with the last. He 
recommends a solution of 20 or 30 grains of the iodide in 5 
ounces of tepid water tc be injected every second or third day. 
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III.—FILARIA SAXGUINIS IIOMIXIS.-Zcww. 

In 1870 Dr. T. R. Lewis made the iutci'osting observation 
that, in India, chylous urine always contained large numbers 
of a minute nematoid worm, to which ho gave the name of 
FUarin SdnffHims Homims. Further observation ted him to 
the discovery that the same worm was present in the blood of 
cliyluric ]>aticnts, and in such numbers that a single drop ol' 
blood extracted from the finger almost invariably showed the 
presence of one or several filurim. 1’ho symptoms found coin¬ 
cident with this worm by Dr. Lewis were past or present 
chyluria, and, less frequently, i>ersistcnt diarrhoea, conjuncti¬ 
vitis, deafness, elephantiasis of the scrotum or logs. In one 
case the worm was found abundantly in tlie blood of a man 
three years after the chyluria-had ceased. 



Fio. 7tf. Filaria Stin^iiniH Hominls—-from it drop of blood obtained by j'rifkiiig thf 
fliigcir of a Burrtpean wftinan sufllering chyluria. A few blood-diHke are intro¬ 
duced to show ibe relative eiac of the FilurleR. x IHH)—after Lewix. 


Thd Filaria Sanguinis Hominis is a long marrow worm 
about the breadth of a red blood disk and of an inch in 
length (see Fig. 76). When examined in fresh-drawn blood 
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it exhibits very actiye, wriggling, snake-like movements. It 
consists of a delicate hyaline tubular envelope closed at both 
ends. Within this the worm elongates and contracts. Under 
n magnifying power of 600 diameters transverse striae can be 
detected and granular aggregations, but no distinct evidence 
or oral and anal orifices, nor of any other structure. This 
parasite has hitherto only been found in India and Australia ; 
its habitat is the blood, and, owing to its minute size, it is 
capable of circulating through the capillaries. Wliether it is 
capable, like the trichina, of inducing a general febrile disease 
is uncertain—though one of Dr. Lewis’s cases indicates this 
jiretty strongly. Its local effects are supposed to depend on the 
Ibrmation of aggregations of filarise which block up the capil¬ 
laries, and cause by their active movements irritation and 
rupture of the blood-channels and lymphatics, and thus lead 
to the ap})earance of chyle and blood in the urine, to discharges 
from the cutaneous surfaces, with thickenings and inflamma¬ 
tion of Uio skin and intestinal mucous membrane—giving rise 
to tuberculous hypertrophy (elephantiasis) of the integument, 
diarrhoea suid so forth. 

Dr. Bancroft of Brisbane has disoiovered filarise in the 
blood of persons suffering from chylous urine in Qnecnsljind, 
Australia. He kindly sent me some specimens preserved in 
glycerine and water enclosed in hermetically-sealed capillary 
tubes. I had no dit!icnlt3r in identifying these with the 
filarise described by Lewis. Dr. Bancroft infers from his 
e.\iierienee that the disease is not communicated from person 
to person in the same family, but thinks that it may be com¬ 
municated by drinking contaminated water. Dr. Bancroft 
found it much easier to detect the filarise in the blood than in 
the urine. 
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IV.—STEOXGTLUS GIGAS.-iJwfolijAt. 

{Bustrongyha ffigas — JDiesing.) 

Davaine—E ntozoaircB. Synopsis 99, and p. 267. 

CoBUOLD—Entozoa, p. 368. 

This is the largest of the ncmatoid worms, and in its general 
conformation resembles a gigantic lumbricus. The male mea¬ 
sures from ten inches to a foot in length, and a quarter of an 
inch in breadth, while the female has sometimes a length of 
more than a yard. It is distinguished from the common 
round worm by its reddish colour (which is, however, appa¬ 
rently doe to the sanguineous fluid in which it is usually 
bathed), its greater size, and the existence of six nodules or 
papillas round the mouth. The Ascaris lumbricoides has only 
three oral papillm. 

The worm is almost peculiar to the kidney and urinary pas¬ 
sages, and is very rarely found elsewhere. It inhabits weasels, 
the North American mink, and has been found in the dog, 
wolf, horse, ox, and some other animals. It is of extreme 
rarity in the human subject. Of the seventeen alleged cases 
collected .by Davaine, he only classes seven as even probable 
instances. There are none of recent occurrence; and it is 
evident that most of the alleged cases were really examples of 
lumbriei, which had penetrated into the urinaiy passages from 
the intestines. 

A very fine specimen is preserved in the museum of the 
London College of Surgeons, which I have had an opportunity 
of examining. It is an undoubted strongylus, more than a 
foot long. It originally belonged to Brookes’s museum, and is 
entered in Brookes’s catalogue as “ an uncommonly fine speci¬ 
men of an enormous worm (strongylus gigas) found in the 
kidney of a patient of the late Thomas Sheldon, Esq.” 

V.—PENTASTOMA DENTICULATUM.— 

UArxisE—Entozoaircs, pp. IxzxTiii. and 293. 

Waoeeb—A rchiv der Fhysiologische Beilkunde. 1862, p. 681. 

CuBBOU)—Entozoa, p. 894. 

This is a very minute encysted'parasite, about a line and a 
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half Ion", club-Bliapcd, with a double pair of hooks, and devoid 



Fin. 77. 

UetitAsioinn dciiticulft* 
tiiiii, Kr^'Atly 
tied. (AfU'r iSeiikur.) 


of sexual organs (see Fig. 77). It is con¬ 
jectured by Davnine to be the larva of 
pentastoma tajnioides, which infests the 
frontal sinuses of dogs and horses. No 
symptoms are known to be produced 
by it. 

The only known instance in which the 
parasite was found in the urinary organs 
is the following:—In making the autopsy 
of a painter, sixty-two years of age, who 
died of Bright’s disease, Wagner found on 
the convex border of the right kidney a 
small, whitish, slightly-raised oval patch 
of fibrous api)earancc, about one-seventh 
of an inch long. It was situated under 
the capsule of the kidney. This little 
body was hollow in the interior: it con¬ 
tained a yellowish mass, which on exami¬ 
nation disclosed the presence of a worm, 
which was recognised ns the pentastoma 
denticulatnm of Eudolphi. 

This worm is common on the surface of 


the liver in goat-s oxen, rabbits, cats, and some other animals. 


It has also recently been found on the surface of the liver in 


man, by Zenker in Dresden, Heschl in Vienna, and by Virchow, 
Wagner, and Prcrichs in other parts of Germany. Cobbold 
states that Dr. Murchison, during the time he held the office 
of Pathologist at the Middlesex Hospital, diligently searched 
for it without success. 


VI.-EERATIC WOEMS. 

Intestinal worms sometimes penetrate into the urinary pas¬ 
sages, and are voided with the urine. In women, thread worms 
occasionally creep into the bladder through the urethra; and 
in both sexes lumbrici, and joints of tajTe-worm, have been 
known to creep into the bladder through fistulous communica¬ 
tions, caused by abscesses, passage of pins, lithotomy, &c. 


SJ^UNIOUS WORMS. 6oi 

VII,-SPirE10US ■WORMS, 

The spiroptera Jwminis of Rudolphi, the dqjlosmna crmala of 
Rarre, and the clac/i/h’m aculmtm of Curling, have been clearly 
proved by Schneider and Cobbold to be examples of imposition 
—witting or unwitting—on the part of patients. The history 
of the so-called diplosonm crenata of Farre furnishes one of the 
most remarkable examples ever put on record of long-continued 
and snccessful deception practised on scientific inquirers. Q’lie 
following references may be consulted on- the subject:—W. 
Lawrence, Med,-Okir. Trans., vol. ii. Saf); A, Farre, Brale's 
Archives of Medicine, vol. i. p. 200; A. Schneider ; Reichert and 
Dubois's Archiv., 1802, p. 275; Cobbold, Entozoa, pp. 403,400; 
Curling, Med.-Chir. Trans., vol. xxii. p. 274. 
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ANOMALIES OF POSITION, FORM, AND NUMBER 
OF THE KIDNEYS. 


CitoPABT —Miilail. d. Votes Urinaircs. (Edit. bySugalas.) Paris, 1855, p. 53. 
Uaysb—M alad. d. Beins. T. iii. 769. 

Ddrham— day's Hosp. Reports. 1860, p. 404. 

Bosknstbin —Kiercnkranklieiten. 2nd cd., 474. 

VoQKL—Kraukh. d. Uarubereitenden Organe. Erl. 1865, p. 706. 

T he kidneys arc snbject, like other organs, to certain 
deviations from their natural situation, form and num¬ 
ber. Most of these deviations are congenital; others are 
aeqjiired later in life, through accident or disease. Some of 
them are appreciable during life, and are liable to be con¬ 
founded with wholly different pathological states : others are 
entirely latent; and are, so long as the healthy state is main¬ 
tained, nowise detrimental to the subject of them—but bring 
greatly increased risks, under certain contingencies of obstruc¬ 
tion to the course of the urine. 

I.—ANOMALIES OF POSITION. 

The kidneys may occupy an unnatural situation, and remain 
jHjrmanentlyjlrerf in that situation; or the misplaced organs 
may possess a cci-tain mohility. 

A. Fixed Malpositions of the Kidneys. 

The kidney may bo displaced downwards, upwards, or later¬ 
ally, by the pressure of a tumour growing in its vicinity, or by 
an enlarged liver, spleen, pancreas, or supra-renal body; in 
these cases the malpositioik is acquired. But the malposition 
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may also be eongmUal. Instead of lying beside the vertebral 
column, deep in the lumbar region, the organ may be fixed in 
front of the vertebrae, or on the brim of the pelvis, or vrithin 
that cavity; in a case figured by Ruysoh, the kidney lay cross¬ 
wise, with its hilus turned upwards, the ureter descending 
behind it. 

A kidney congenitally misphieed, usually deviates more or 
less from its natural configuration, and is associated with mal¬ 
position of some portion of the large intestine and peritoneum. 
The renal artery and ureter also, necessarily, deviate less or 



Flu. Tti. Left kidney, lying on tlie left suertHliac nyiiehondrosig.—^Froixi m drawing 
ill tb« pcMwettsiou of Dr. -Beuuud. J 


more from their natural distribution. The corresponding 
supra-rcnal capsule does not (in congenital cases) follow the 
kidney into its abnormal situation, but invariably occupies its 
usual place in the lumbar region. 

By far the most common, and also the most practically 
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important, of the fixed misplacements of the kidney, are 
those in whicli the organ lies within, or uj^n the brim of, 
the pelvis. In these cases the misplaced organ is liable 
to be felt during life, either through the abdominal wall, 
or the vagina, and to be mistaken for some other object; if 
it lie within the pelvis, it may embarrass and complicate 
j)arturition. 

In twentj’-one cases of congenital malposition of the kidney, 



which I have been able to collect and compare, the abnormality 
was, in every instance, confined to one kidney; and the left 
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kidney was much more commonly affected than the right (left 
15, right C). 

The most frequent of these deviations was to find the kidney 
lying obliquely on the sacro-iliac synchondrosis, as represented 
in Fig. 78. In some of the cases, the organ was fixed beside 
the uterus, or transversely between the rectum and bladder, or 
across the prominence of tlie sacrum. 

Mr. Canton has described and figured a curious specimen, 
taken frofu a man who died (of bronchitis) at the age of 
twenty-seven. Tliere were no renal symptoms during life. 
The right kidney was in all respects normal; but the left was 
situated below, and between, the biliircalion of the aortii, ns 
shown in Fig. 70. Instead of iwcsenting the ordinary kidney- 
shape, the gland was rudely oval, and, on some parts of its 
surface, lobulated. The i)elvis of the organ was directed almost 
immediately forward, and the upper portion of the ureter was 
dilated, owing to the impaction in it of an oxalate of lime 
calculus, weighing 2 J drachms. The left renal arteries were 
two in number, and sprang from the fore part of the aorta at 
a short distance above its division. The sigmoid flexure of 
the colon was placed, as represented in the engraving, on the 
right side of the kidney. 

It rarely hapjiens, that malpositions of this class produce any 
evidence of their existence during life ; but sometime.s, as in 
the two following cases, the mi.splaced organ forms a palpable 
tumour in the abdomen, which is liable to be mistaken for 
something of a more serious character ; or, in the female, it 
may constitute an obstacle to parturition. 


Case I .—Left kidimj mrilformal, nml sifuated orvr thf left mrro-itine 
sijnehmutrosis, mistaken for an abdominal tunioar. (Ifurluim, Ouijs 
llosp. Heports, 1860, p, 407.) 

Mr. W. S., previously in good health, suffered, at the age of forty-five, 
from a severe attack of fever. During his recovery, he notii <Ml, for the 
first time, a tumour deeply seated in the hypogastric region, somewhat on 
the left of the middle line. This tumour was found on examination to ho 
oval in form, somewhat elastic to the touch, and fixed. It was not 
nodulated, nor did it present any distinctive elevations or depressions. 
Manipulation gave rise to very disagreeable sensations, but not to acute 
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pain. Considerable alarm was felt by tlio patient, especially as some 
members of his family had died from “tumour in the abdomen.” In the 
course of a aliort time, when convalesence from the fever was established, 
a second opinion was tahen. The conclusion arrived at was, that there 
•existed in the lower part of the abdomen “ a tumour of doubtful character.” 
Iodine ointment was applied, and iodide of ]>otassium taken internally. 
The treatincnt was continued for some time, but, of course, did not 
produce the slightest effect on the,tumour. Jfr. S. never thoroughly 
recovered his health and strength, and about four or five years after his 
attack of fever, died of pulmonary disease. 

Auiepsil .—Upon opening the abdomon, it was at once seen that the 
su])posed tumour was nothing more than the left kidney, which was 
situated over the socro-iliac synchondrosis, and extended somewhat on the 
l>romontory of the Siuirum, and also, by its lower part, into the true 
pelvis. The colon formed no sigmoid flexure in the left iliac fossa, but 
passed across the inidille line ; and the commencement of the rectum was 
on the right side of the sacinm. The supra-renal capsule was in its 
normal jmsition. The kidney pi-csented two depressions, whi6h divided its 
surface somewhat indistinctly into throe portions. The principal arterial 
supply was derived dii-ectly from the aorta, by a branch coming off just 
above the bifurcation j a branch of the common iliac artery of the opposite 
side, and a branch of the internal iliac of the same side, also supplied 
dilfcront parts of the organ. There was one principal vein, which pissed 
from the internal and jmsterior part of the kidney into the vono cava just 
above the junction of the common iliac veins. The ureter resulted from 
the junction of four branches; of these, two came from the upper and 
]io8terior part, while the two principal ones came from the anterior and 
lower part; these bninches joined one another about an inch from their 
several ]ioints of exit from the organ. Thus this kidney presented no 
<listinct hiius, nor, consequently, did it possess the characteristic kidney 
s1m]H‘. The right kidney was in its natui-al position, and both glands were 
i|uite lieallhy. 


Case II.— A misplarcd Irfl kidnni ojTerin^ an obsteele to paHurUion. 

{Jlohl, cited hy RaycT, 1. c., tom. iii. p. 774). 

The subject of this observation was a woman, in whom the left kidney 
was situati'd dceidy on the inside of the psoas muscle. In two labours, 
liirough which this woman had passed, a tumour was fomied each time on 
the left side of the pelvis, which .excited fixed and increasing pain with 
each contraction of the ub'ms; the passage of the head was thereby 
retarded, but both accouchements were happily accomplished. 

The diagnosis of a misplaced kidney, forming a pelvic or 
abdominal tnmonr, rests on the moderate size and the smooth 
elastic feel of dihe tnmonr, together with the existence of a 
want of fulness, or a slight hollowing, of the corresponding 
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Inmbax region—denoting the absence of the kidney from its 
usual place. The shape of the tumour -when reniforra, of 
course greatly assists the diagnosis; but in a large majority 
of such malpositions, the peculiar kidney shape is not pre¬ 
served.* 


B. MornhUt Kilmys. 

In addition to the references on p. 602, see :— 

IIabb—M od. Times and Oas., 1858, i. p. 7, and 1850, i. p. 30. 

OrpoLzsa—^Ibid., 1857, i. 575, and (.'lin. Kurop., 1859, No. 2. 

Fritz— Archives Oendralcs, 185!>, Aug. and Sept. 

Hknucii —Klinik d. Untcrioibs-Kraukli. lierliu, 1858. Dd. iii. p. 307. 
Bkcquei—A rchives GrniSralos, 1805, Jan. 

DiETn—Wiener Med. Woch., 18(i4, p. 503. 

ItoLLEi—^Path, u. Therap. d. Beweg. Kiere. Erhing., 1800. 

Sawyer —Floating kidney. Binningbaiu Med. Uev. 

Cases —See Lancet, 1862, ii. p. 139 ; 1803, i. p. 521, ii. ji. 303 ; 1872, ii, 
p. 713 ; Med. Times .and Gbiz., 1857, p. 651 ; 1858, i. p. 331, ii. p. 30 ; 
1859, ii. p. 426 ; 1800, i. p. 9; 1864, July 9; 1872, ii. i>. 328 ; 
Midland Joum., Jan., 1858 ; Pr.ag. Vicrteljahrschr., Hd. 51; Virchow's 
Archiv. Bd. Hi., p. 95 ; Berl. Klin. Wochenschr., 1860, iii., p. 41 ; 
Brit. Mod. Journ., 1869, i. 641, ii. p. 211 ; 1870, i. p. 35 ; 1874, i. p. 
453 ; Path. Soc. Trans., xviii. p. 165 ; Ulasg. Med. Journ., ii. (New 
Scries), 1870, p. 553. 

A^ague allusions to mobility of the kidneys arc found in the 
works of the old writers (Mesu 6 and Riolan), but to Rayer 
belongs the credit of having first pointed out the practical 
bearing of this condition, and the symptoms and signs by which 
it may be recognised during life. In this country the subject 
has been ably illustrated by Dr. Hare. Mr. Durham has 
brought together and collated all the instances (10 in number) 
which, up to that time (1860), had been verified hj iml-morkm 
examinations. Oppolzer and Henoch, in Germany, have con¬ 
tributed a number of cases; Fritz has analysed all the cases 
published prior to 1859. Since that date comprehensive essays 
on the subject have been contributed by Becquet and Rollet. 
The following account is based on an analysis of 70 cases, 
partly derived from the sources above indicated, and partly 
contributed by myself. 

• For two additional casez of fixed malposition of the kidney, see Ilausniaan, 
Monatsch. f. Gebuxtsk. zxxiii. p. 401, andGosselin, L’UniunMfid. 1869,116. 
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Phymal Siym and Symploms .—The kidneys, in their normal 
state, are secured in their position by a thick investment of 
adipose tissue, and a reflection of the peritoneum which passes 
over their anterior surfaces; but under certain circumstances, 
one or both kidneys break away from these not very firm 
attachments, and float loose amid the abdominal viscera—no 
longer bound except by their blood-vessels and cxcretoiy ducts. 
The degree of mobility and of change of position which the 
kidney acquires in these cases varies greatly. In the generality 
of cases, the organ descends, when the patient is standing up¬ 
right, below the margin of the ribs, and occupies a diagonal 
position, extending from below upwards and outwards, midway 
between the costal border and the umbilicus. In this situation 
it forms an oblong tumour, having the shape and feel of the 
kidney. It can be pushed in various directions—upwards, or 
downwards or laterally—over a space of several square inches. 
In |K!rsons with flaccid bellies, the gland can be actually 
grasped with the hand; aud a sickening, sinking sensation is 
experienced when it is compressed; otherwise it is usually 
painless. When tlie patient lies horizontally, the displaced 
kidney can bo thrust back again by the hand, into its natural 
situation in the lumbar region ; but it generally resumes its 
nnuatural place when the pressure is withdrawn. The respira¬ 
tory movements and the posture of the body exercise a marked 
inttueuec on the jwsition of a movable kidney. Deep inspi¬ 
ration causes it to descend, and deep expiration to ascend ; it 
falls over to the linea alba, or in the opposite direction, as the 
body is inclined to this or that side. In the slighter cases, hair 
or threc-(|narters of the length of the organ is palpable through 
the soft abdominal walls, along the borders of the false ribs : 
but the displacement is generally more considerable than this 
in a case mentioned by Jolmson the kidney had drifted below 
the umbilicus ; in another, related by Day, the kidney lay in 
the iliac, fossa, and could be moved hither and thither over a 
space of three or four inches. When the patient reclines, the 
displaced organ occupies a higher position than after long 
standing or walking. Percussion does not yield a dull sound 
over a movable kidney, but a muffled tymptoitic note. When 
the loins are examined, a flattening or slight hollowing of the 
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renal region, on the side of the displacement, is perceived; and 
the percussion note is tympanitic—showing that the absent 
kidney is replaced by intestine. When the organ is thrust back 
by the hand into its original position, the natural bulging in 
the loin is restored, and the bowel sound disappears. 

The subjective symptoms vary a good deal. In some cases 
the symptoms are so slight as not to attract the patient’s 
attention, and the anomaly is only detected by an accidental 
examination of the abdomen in tlie course of some other com¬ 
plaint. Tliere is, however, usually marked suffering and in¬ 
convenience. The most common symptoms are a dragging 
pain in the side aggi-avated by walking or standing, .^me- 
times the patients are conscious of the existence of a movable 
tnmonr in the abdomen, which gives them serious uneasiness, 
and produces a hypochondriacal and depressed state of mind. 
In one instance the movements were mistaken for those of a 
child in the womb. Sometimes the stomach is disturbed— 
more frequently the bowels are affected, either with fitful 
diarrhoea or with constipation. Pains of a neuralgic character 
are generally experienced in the neighbourhood of the dis¬ 
placed organ, and radiate thence in various directions—into 
the loins, round the waist, down to the lower parts of the 
belly, and along the thighs. 

In some cases severe paroxysms resembling biliary or 
nephritic colic occur from time to time, accompanied’with 
sickness, vomiting, shivering, faintness, and si^s of local 
peritonitis. During these attacks the kidney becomes con¬ 
siderably swollen, and forms an immovable and painful tumour 
in the abdomen. When the paroxysm has subsided—which it 
usually does after a few days of rest in bed and the use of 
opiates and warm external applications—the kidney l^omcs 
again reduced in size and resumes its mobility. Sometimes, 
however, it contracts inflammatory adhesions to the parts 
around, and remains permanently fixed in its new position. 
The exact cause of these paroxysms is’ somewhat obscure. 
They sometimes set in suddenly, while the' patient is in bed, 
without appreciable cause ; more often they follow some nn- 
nsnal exercise, or an indigestible meal, or they occur at the 
menstrual periods. In some cases, at least, it is probable, as 
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Oilewski has pointed out, that they depend on a sort of 
strangulation of the kidney from the pressure of the displaced 
organ on its own ureter, and a consequent obstruction to the 
flow of urine, followed by acute engorgement of the kidney 
with dilatation of the pelvis and pyelitis. Such an explana¬ 
tion would account for the fact that the urine sometimes 
becomes bloody and purulent for a time after one of these 
attacks (Rollet, 1, c., p. 20). 

The secretion of urine generally goes on without any altera¬ 
tion ; but, occasionally, mictuiation is unnaturally frequent, 
and accompanied with more or less pain. Among other com¬ 
plications which have been observed in cases of movable 
kidney may be mentioned epigastric pulsation, the discharge 
of uric acid gravel, the occurrence of liydronephrosis, Bright’s 
disease, oedema or the lower limbs from compression of the 
sisccnding cava by the displaced kidney, and obstinate consti- 
jtation from similar compression of the colon. 

The follow'ing examples furnish typical illustrations of the 
physical signs and of the varying symptoms associated with 
movable kidneys. 


tiASK I.—On the 19th of i'chniary, 1867, I saw at tho Orumpsall Woi’k- 
Ixmse, witli Dr. Simpson, a woniau named E. ('anuing. She waa 81 years 
of age, and was suffering from chronic phthisis. She had had two chil¬ 
dren, the younger heing two ytiars old ; had never had any blow or fall, 
and inenstruation had always been regular and painless. About tlirce 
weeks previously, she discovered a “lump” in her right side after an 
attack of diarrhoea, and called the attention of Dr. Clarke, tho resident 
medical officer, to it. She had never heen very stout, but was now con- 
siderahly emaciated. 

The right kidney was very movable : as the patient lay on her back, it 
occupied the jmsiliou indicated by the continuous line in Fig. 80, where a 
smooth, slipisity, globular object was felt, which was evidently the lower 
end ol the right kidney. By thrusting the thnmb into the loin, tlie 
tumour was pushed forward and came within complete reach of the hand, so 
that it could be partially grasped, and thrust back into the loin, or moved 
about in a oLivlo represented by the dotted line. It was felt to be oblong, 
witb rounded smooth ends. Tho left kidney was also slightly movable; 
it did not como forward towards the umbilicus, but when the patient sat 
up, its lower end could he felt iu the flank, an inch below its natural 
situation, and it could be pushed up until it disappeared beneath the riba. 

The patient suffered no inconvenience whatever from the state of the 
kidneys ; but as she was constantly in bed, she was scarcely in a condition 
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to suffer any. Two months after I first saw her she died, and the body 
was examined by myself, with Dr. Simpson and Dr. Clarke. 

The cose was one of ordinary pulmonary tuberculosis. 

The kidneys were found quite healthy; the right lay loose in the right 
hypochondrinm, projecting an inch and a hal# below the margin of the 
liver; its vessels and excretory duct formed its sole attachments. There 
was scarcely any fat about it; but the general emaciation was so great 
that this did not appear singular. There was no abnormal distribution of 
the peritoneum, nor of the blood-vessels. The left kidney lay almost in 
its normal position, but about an inch lower. The artery and vein of the 
right kidney were half an inch longer than those of the left. 



Fio. 80. PUgram showing the area over which the right kiiluey could he moved in tlie 
case ot E. ihumiug. 


Cask II.—Mrs. D., ret. 36, the mother’of several children, had been 
occasionally under Dr. Hare’s care for several years. She had suffered from 
anremia and oligo-menorrhcea, but got quite w611 of these. She had after¬ 
wards an attack of gastrodynia, when she had also much languor and 
debility, with weight and sinking sensation at the epigastrium. 

In &e spring of 1862, Dr. Hare attended her for a slight bronchial 
attack ; when she got better of that she complained of a "beating sensa¬ 
tion ” down the middle of the abdomen, and also of having at the upper 
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pnrt of it, on each side, " some swellings which on pressure slipped up 
under the libs.” She had had a sinking sensation at the epigastrium for 
years, but it was only about twelve months that she hail felt, on applying 
her hand there, a tumour in one (the right ?) hypochondrium, and about 
four weeks another on the otlier side. The aortic impulse had been 
troublesome for five' weeks past. 

On making an examination of the abdomen (which was rather thin, and 
of short antero-jjosterior diameter, while the parietes were also flaccid), the 
aortic impulse was found to extend from the upper part of the epigastrium 
to more than an inch below the umbilicus, and it was exceedingly well 
marked and strong. Tlie left kidney was situated lower than usual, but 
readily glided when pressed upon, fram under the flngera, deep into the 
hypochondriac region, while, on the other hand, it might be pushed some 
distance downwards : the right kidney presented the same phenomena, 
except that it was ranch more mobile, and could be detruded downwards 
so far, that the whole of it could be felt some distance below the costal 
cartilages, and its form well made out, owing to the thinness of the parietes. 
(See lig. 81.) 



Fio. 81. Diagmm showing the varying positions of tlie kidneys in the. esse of Mrs. D. 
A. A. Margins of costal cartilages. B. Right kidney: ordinary position when 
patient is tn reoniuhont position. C C. Ditto, on deep inspiration. D D. Ditto, 
IKwition to which it can bo moved. E. F. Left kidney; changes in jawition ot— 
(After Bare.) 


A helladonna plaster was applied to the abdomen, and some tinct. ferri 
sesquichlor. and tinct. caiumbre were fpven. The patient was after¬ 
ward seen several times by Ur. Hare, and again very recently ; at times 
•he had been free from all renal pain, hut lately she had again felt some- 
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what weaker, and she had had more, both of the abdominal imptilse, and 
of the dragging sensation in the loins, though the pain was by no means 
so much there as it was a few years ago. On examining the abdomeni the 
mobility of the kidneys (especially of the left one) appeared to be less than 
fonuerly, though that of the right one was still very notable. (Hart, iled. 
Times and Oca., 1858, i. p. 86.) 

Case III.—On July 22, 1869, I was asked to se.e with my colleague, 
Dr. Morgan, Mrs. P., a married lady, aged 27. She was a spare antemic, 
but active person. She had had six children in little less tlrnn seven 
years. Previous to her maniage she was plump and rosy. For several 
years she had suffered from profuse leucorrhoea; but, with the exception 
of occasional dyspepsia, she had enjoyed fair health until Christmas, 1867, 
when she was suddenly seized while in bed with a violent attack of rftiver- 
ing, accompanied with retching and sickness and intense laiin in the 
situation of the gall-bladder. This attack lasted 48 hours, and gradually 
subsided under the influence of morphia and hot fomentations. From this 
time (Christmas, 1867) until the date of my visit (July, 1869) Mrs. P. 
was frequently subject to a repetition of similar attacks, which occurred 
at longer or shorter intervals. At one time, during many consecutive 
months, the seizures came on every fortnight. Any unusual exercise or 
excitement was sufficient to provoke them. About a month before my 
seeing the patient, she went to Duxton and took the batlis. While there 
she was ^ized with one of her old attacks, but of greater severity than 
any previous ones. This attack lasted for upwards of a week, and one 
morning the patient discovered a swelling or tumour in the abdomen, to 
which she directed the attention of Mr. Skipton, who was in attendance on 
her. The swelling felt like a largo cueumber, and extended downwards 
from the situation of the gall-bladder to within two inches of Pouparl's 
ligament. It was painful on jwessure, and it had made its appearance 
somewhat suddenly—for no tumour of the sort could be detected when 
the abdomen was examined five days previously. Mr. Skipton considered 
it to be the displaced right kidney. When the {rationt was examined by 
me the tumour was much smaller, and painless. It projected from beneath 
the margin of the liver to the extent of about two inches. It was evidently 
adherent to the surrounding parts, and could only be moved within a 
limited area. It had a smooth rounded outline, and ap])eared about the 
size and shape of the lower end of the kidney. It could not be pushed 
bock into the flank. The site of the right kidney felt flattened and 
empty, as compared to that of the left kidney. I had no doubt that the 
tumour was the displaced right kidney, and that when first perceived by 
Mr. Skipton it was much swollen and congested. It ap|)eared probable 
that during the attack at Buxton the organ had contracted inflammatory 
adhesions to the surrounding parts, and was now permanently fixed in its 
new position. The patient was fitted with an abdominal bondage, and was 
directed to avoid all violent exercise. 

From a communication I received from Dr. Morgan on April 15, 1872, 

I learn that Mrs. P. has suffered very little from the tumour since the 
date of our visit in 1869. She wore the abdo minal belt for about two 
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years, and has now left it off. Tlie only time she suffers much discomfort 
in the region of her erratic kidney is at the menstrual periods. For some 
two days before the catamenia appear the kidney seems to become larger, 
is sensitive to the touch, and at times somew^t painM even without 
l>eing touched. Walking exercise does not suit her, and, if prolonged, is 
apt to cause discomfort in the kidney; but she can ride on horseback or 
(lance without inconvenience. The kidney still occupies much the same 
•situation as in 1869. 

Cask IV.—Mr. D., ajt. 46, consulted me in July, 1870. He stated 
that two years previously he had fallen on the ice on his left side, and 
that ever since he had suffered from dragging pains in the right loin and 
the neighbourhcKxi of the ascending colon, with irritable bowels and loss 
of flesh. Although moderate exercise caused him no great inconvenience, 
the pains always disappeared entirely in be(L Two or three loose motions 
of the bowels occurred daily. Various methods of treatment had been 
tried without any relief. 

On examining the abdomen, I found an oval tumour about the size and 
shape of the kidney, lying on the edge of the pelvis, in the vicinity of tho 
coicum. On deep pressure it slipped upwards from under the fingers; 
very little pain accompanied this manoeuvre. When the loins were 
examined, a conspicuous flatness was ])erceptible in the right renal region. 
There was no doubt that tho right kidney had descended almut its own 
lengtli, and lay in the iliac fossa. He was directed to push up the tumour 
while in bed, and to a]iply a tight band round the waist, with a pad 
ben(»th it, over the position of the displaced organ. 

The effect of the treatment was immediate; the diarrhoea entirely 
ceased, and the dragging pains scarcely troubled him. I saw this gentle¬ 
man several times subsequently; he had had a leathern girdle with a pad 
made for himself, which kept the kidney approximately in its natural 
position ; and so long as he wore this girdle the bowels remained quiescent 
and the pains were insignificant; but if he left it off, the old symptoms 
returned forthwith. 

I am indebted to the late Dr. Ritchie for the notes of the 
two following cases. In one of them the kidney became movable 
after a fall on the loin; the other illustrates the occurrence of 
congestion and enlargement of the kidney at the menstrual 
periods. 

Cask V.—Mr. J., aged 2.5, came under my care on 24th July, 1871. 
He informed me, that about a fortnight previous to my seeing him, he had 
been running hurriedly down stairs, when his foot slipped o9' the edge of 
one of the steps, and he fell backwards, receiving the M force of the blow 
on his right loin. Between the accident and the time of my seeing him 
he had been in constant suffering, and by the advice of a medical man, 
who looked on the case as one of “lumbt^o," had assiduously employeci 
Motion Vith various liniments, with the effect of a^ravatiug and not 



ILLUSTRATIVE CASES. 615 

alleviating hU pain. He was apparently in robust liealth, with the 
exception of the ailment for which he sought^my advice. He couijilaiucd 
of a oonataut dragging sensation in the belly, which, after standing or 
walking, became developed into a severe pain darting between the right 
loin and the belly. On two occasions, after prolonged standing, he had 
also pain darting down the riglit thigh, causing him so much suffering 
that he was unable to attend to his business. On examining the abdomen 
a hard smooth tumour was found in the right hypochondriac region. It 
was quite distinct from tire liver, was freely movable, and liad an irregulariy 
rounded outline. Handling the tumour gave rise to no ]iositive pain, but 
to sickening sonsationa "When tlie patient lay on his back the tumour 
could not be discerned unless he took a deep inspiration; it then api>eared 
to pass from under the ribs, reascending with deep ex]>iratiuu. It could 
be most readily seen as tlio |iatient lay on his back with a slight inclination 
to the loft side. Percussion over the tumour elicited a slight amount of 
dulness. I'here was considerable pulsation in the abdominal aorta, ex¬ 
tending from the epigastrium to about an inch below the nmbilicus. The 
patient stated that he hod not noticed this previous to Ids accident, and 
that it became troublesome if his bowels were constipated. On examining 
file lumbar regions, the right was seen to be slightly flattened or hollowed 
out, as compared with the left; and while, on percussing the left lumlsir 
ivgion, the normal renal dulness and resistance were encountered, the right 
was almost jHirfcctly tymi«untic. There were no urinary symiJtoms. A 
broad flannel bandage was fismiy fastened round the patient’s abdomen, 
uimn winch he expressed his relief from the dragging which he previously 
complained of. This, with careful regulation of the bowels, apiiearod to 
l)e all the treatment indicated, for on a subsequent visit, a week after first 
seeing him, he stated that he hiul remained perfectly free from pain or 
discomfort since the application of the bandage. 

Case VI.—M. K., set. 17, came under my care as an ont-patient of the 
Hulme Dispensary on 8th Aug., 1871. She was thin and anismic ; rmm- 
struation regular but profuse. She stated that she had enjoyed moderately 
good health till about six weeks prior to my seeing her, when she noticed 
a swelling in the abdomen on the right side, a little below the ribs, and a 
“ great fluttering" at the pit of the stomach. Since then the bowels hail 
been very irregular, being sometimes constipated and sometimes very 
loose. 'The fluttering was worst when the bowels were confined, and 
during her menstrual period, when she thought the swelling was larger. 
She stated that she had never been in the habit of tight lacing, and no 
account of any fall, blow, or extreme exertion could be elicited which 
could be construed into a probable cause of the swelling. On examining 
the patient in the erect position, a smooth hard swelling, apparently about 
the size of the clenched fist, was detected just below the ribs on the right 
side.. Its lower margin reached to within an inch and a half of the anterior 
' superior iliac spine ; it was movable to a greater or less extent in every 
direction within the abdominal cavity, but the greatest mobility was in 
tlie direction of the normal site of the kidney, viz., upwards and back¬ 
wards beneath the ribs. When the patient lay on her bock, the lower 
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edge of the tumour could just be ^een below the ribs ; it could be seen to 
pass much lower on her taking a deep inspiration. Ihe tumour was sen¬ 
sitive to pressure, and the examination gave rise to nausea, which the 
patient afterwards told me lasted for nearly two hours. There was no 
gi^-at Aitrerenco either in appearance or on percussion between the right 
and loft lumbar regions. There was strong pulsation in the abdominal 
aorta, which could be felt through the thin parietes to be slightly on the 
riglit of the median line. The heart and lungs were apparently healthy; 
there were no urinary symptoms except a slight smarting on micturition, 
which came on synchronously with a vaginal <! gonorrhoeal) dischaige a few 
daj-s previously. The patient remained under observation for ten weeks, 
and a broad flannel bandage was firmly applied to the abdomen. After 
the cessation of the discharge and smarting, she w(ui put on cod-liver oil 
and an iron tonic. An opportunity was afforded of watching the tumour 
during two menstrual periods—and at that time its size was seen to be 
increased by fully one-half—it was much more sensitive to the touch, and 
the pulsation of the abdominal aorta was considerably stronger than during 
the intervals. 


Etiology .—Mobility of the kidneys is much more common in 
women than in men ; and more common on the right side than 
the left. Of the seventy cases which I have collated, sixty- 
one were women and only nine meh. In sixty-five cases, 
information is given as to the side affected:— 

In 42 tlie right kidney alone was movable. 

— 9 the left kidney alone was movable. 

— 14 both kidneys were movable.- 

The age of the patients varied from sixteen to sixty-five 
years—the general range being betweai twenty-five and forty, 
which corresponds roughly to the child-bearing period in 
women. 

Mobility of the kidneys, judging by my own experience, is 
much more frequent than is usually supposed; and many 
cases of inexplicable pain in the abdomen and intestinal dis¬ 
turbance are due to this cause. A large number of cases are 
undoubtedly overlooked. Bollet states that of 5500 patients 
admitted into Oppolzer’s Clinique, and examined carefnlly as 
to this point, 22 had movable kidneys—a proportion equal to 
1 in 250 

In a certain number of cases no clear determining cause can 
be discovered; but, as a rule, the antecedent history of the 
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patient discloses some ciroamstaace or circumstances to which 
the anomaly can'be traced. In many instances the affection 
is due to repeated or difficult labours ; and this is one reason 
of the greater frequency of movable kidneys in women than in 
men. The alternate tension and relaxation of the abdomen 
occurring in successive pregnancies, and the convulsive mus¬ 
cular efforts which accompany parturition, must evidently tend 
to loosen the attachments which hold the kidney in its place, 
and favour its migration, under the force of gravity, into u 
lower position in the abdomen. 

The disproportionate frequency of mobility of the kidneys 
in the female sex, and esjtecially on the right side, is also partly 
due to tight lacing. In reference to this point, Cruveilhier 
observes :—“ I have often observed, in women who wore tight 
stays, the right kidney to lie sometimes in the right iliac fossa, 
sometimes in front of the sacro-iliac synchondrosis, sometimes 
even in front of the vertebral column, at the level of the 
adherent border of the mesentery, in the substance of which it 
was placed. The kidney, thus accidentally displaced, enjoys a 
certain mobility. This displacement of the kidney arises, 
when the pressure exercised on the liver by the stays dis¬ 
lodges the right kidney from the kind of niche which it occu¬ 
pies on the under surface of this organ. 

“If the left kidney is not so frequently displaced as tlie 
right, that is owing to the fact that the left hypochondrinm, 
occupied by the spleen and the great end of the stomach, bears 
the pressure of the stays with much more impunity than the 
right.” {Cruvoilkier, Descriptive Anat,, vol. iii.) 

Jlapid emaciation in obese persons, and the removal of the 
capsule of adipose tissue which naturally invests the kidney, 
seem, in some instances, to have favoured or determined tlie 
mobility of the organ. Oppolzer stales, that in the cases 
which he had an opportunity of examining—the patients dying 
of some other disease—^there had always been observable a 
deficiency of the cushion of fat about the kidney. In a case 
dissected by Mr. J. Adams, “ the only peculiarity remarkable 
was, that the kidney appeared bound down in its situation 
more loosely than usual, and the old lady, from having been 
very fat, had become somewhat thinner, and her integuments 
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appeared very lax throughout.” {Med. Times and Gaz., 1857, 
i. p. 651.) 

In a considerable number of cases, especially in men, dis¬ 
placement and mobility of the kidney is produced by a blow, 
on the loin, a sudden fall or jump, violent miming, dancing, 
riding, or severe muscular effort or sucenssion of the body. 
These causes may produce their effect suddenly, or more 
slowly by frequent repetition. 

Rayer mentions a case in which it appeared probable^ that 
the kidney was dragged down, or at least left free to descend 
from its own weight, in consequence of di^boement of the 
peritoneum, from a hernia of the cssranB. 

Becquet has propounded » Munewhat novel theory for the 
production of monide kidneys in women. In the cases 
encountered by him, there was a striking coincidence of time, 
between the displacement of the kidney and the menstrual 
period; and he was led to believe, that the kidney became 
congested and tumehed at these periods, and that displacement 
was the consequence of its increased volume and weight. He 
thus explains himself;—“ On the breaking forth of the men¬ 
strual flux, the kidneys are associated in the congestion of 
the generative organs, and become swelled. This fact, less 
rare doubtless than is usually supposed, perhaps even physio¬ 
logical, does it not explain the renal pain so often felt at the 
menstrual periods, especially in women who are subject to 
dysmenorrhagia? 

“ Thus swelled and rendered heavier, the kidney, and espe¬ 
cially the right kidney, strains the feeble attachments which 
retain it, and tends to start out of its place. Soon the con¬ 
gestion subsides, and the organ returns to its original position; 
a second congestion displaces it further ; and a third fiirther 
still: the kidney, becoming each time heavier from the incom¬ 
pleteness of the resolution, comes to occupy a lower position ; 
and thus gradually, and at length, but not without suffering, 
breaks loose, and floats in the abdominal cavity.” (Arch. 
G6n. 1865, i. p. 21.) 

But although, in a majority of the cases, mobility of tlie 
kidney appears to have been acquired from some accident or 
circumstance arising in the course of life, there are instances 
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in which a congenital anomaly in the anatomical connectionB 
of the gland has evidently operated to favour its production. 
In two cases,* the peritoneum was found reflected over the 
posterior, as well as the anterior, surface of the kidney, so as to 
enclose it within a fold of peritoneum, or meso-nephron, 
which permitted the organ very considerable motion in the 
abdomen. Mr. Durham examined the body of a woman, aged 
34,. in which the left kidney was very movable. He found the 
descending colon much nearer the middle line than usual, and, 
instead of forming the sigmoid flexure in the left iliac fossa, it 
turned across the lumbir vertcbrse, and passed down into the 
jjelvis on the right side of the sacrum. It was manifest that 
the mobility of the kidney in this instance depended, in great 
measure, on the abnormal arrangement of the peritoneum, 
necessarily associated with the malposition of the colon. So 
far, therefore, it must be regarded as congenital. When traced 
from the side of the vertebral column, the peritoneum, instead 
of passing over the anterior surface of the kidney, only just 
touched the lower part of its inner border, and then, having 
formed the descending meso-colon, again touched its outer 
border. The lesser sac of the peritonehm also, instead of 
being confined to its ordinary limits, passed so far to the left 
as to cover the posterior surface of the spleen, and so far 
doTOwards as to touch, and be reflected from, the upper 
border of the kidney. Thus there was no distinct meso- 
nephron ; but the kidney, instead of being supported and kept 
down by a single layer pf peritoneum, was left free to move 
between and beneath three diverging layers. Upon dissection 
it was further found, that there was scarcely any fat in the 
lumbar region, but a quantity of very loose areolar tissue. 
(Guy’s Hosp. Bep. 1860.) 

The diagnosis of movable kidneys is chiefly important, from 
the risk of confounding an ailment which is comparatively 
trifling with some graver disease. In a considerable number 
of instances, the affection was long mistaken by the patient and 
his medical attendants for a tnmour within the abdomen ; and 


• Dr. Priestley’s case—Hed. Times and Gas., 1857, i. 2C3 ; and Girard's 
case—died by Bayer, L c., Ui.'p. 793. 
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the patient was subjected, in addition to the alarm which such 
a notion necessarily engendered, to heroic and exhausting or 
troublesome plans of treatment. The diagnosis is indeed gene¬ 
rally easy; and the errors committed have arisen from the 
possibility of this condition not having been present to the 
mind of the practitioner, rather than from the inherent ob¬ 
scurity of the case. 

A movable tumour having the size and shape of the kidney, 
or approaching thereto, is found on either side of the abdomen, 
generally in the hypochondriac region ; it can be pushed into 
the lumbar space, and again out of i|ir at will, by the thumb 
and fingers. When the corresponding loin is examined, the 
absence of the kidney from its usual place is rendered evident, 
by the flattening or hollowing of the part, and by the tym¬ 
panitic note yielded on percussion. It is only in obese indi¬ 
viduals, and in cases where the displacement and mobility are 
slight, that any difficulty can arise. It must be remembered, 
that the displaced organ sometimes contracts adhesions in its 
new position, and thereby loses, partly or wholly, its freedom of 
movement. 

Treatment .—Persons with movable kidneys do not always 
sufier serious inconvenience therefrom ; and the affection may 
persist without much change for an indefinite iieriod. But,- 
as a rule, unpleasant or painful symptoms are produced, which 
require to be attended to. 

The most evident indication is to replace the organ in its 
natural position, and to keep it there. If the kidney have 
contracted adhesions which prevent it from reassuming its 
natural site, efforts must be made to support it steadily in its 
new place, and prevent it from sinking down by its own 
weight, and painfully dragging the new attachments which it 
has formed.* These objects are attained by applying a tight 
bandage or belt round the abdomen. This should be put on 
while the patient is in the recumbent position, and after the 
kidney (if this be possible) has been pushed back into its 

* In cases ol recently-formed adhesions, when the diagnosis is nndonbted, 
Bnllct states that the kidney may be pushed into its normal position by force, 
and the affection be at once and xmrmaneutly cured. This seems a somewhat 
hazardous proceeding. 
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proper place in the loin. Sometimes a pad fitting on to the 
place where the organ is accustomed to protrude gives greater 
effect to the belt or bandage. Patients cannot always bear 
these mechanical appliances; but in many cases partial or 
complete relief is afforded by them. 

If there l)c anmmia, or other disorder of the general health, 
the removal of this by appropriate remedies is of course to 
be attempted. Eestoration of tho tone of the abdominal 
museles, which, in most cases, are relaxed and flaccid, is 
probably the most effective means of reducing to a minimum 
the inconveniences which attend on mobility of the kidneys. 
To this end, ferruginous and other tonics, and shower baths, 
with avoidance of fatiguing exercise, seem to be the means 
best adapted. A curious case is recorded by Dr, Hare, in 
which the mobility of tho kidneys was markedly diminished 
after two pregnancies ; the steady pressure of the gravid uterus 
having apparently acted as a mechanical support to the dis¬ 
lodged organs. 

The regulation of the bowels is a point to be carefully 
attended to. Accumulation of faecal matter in the large 
intestines invariably aggravates the inconveniences of 
movable kidneys. Tight lacing and all violent modes of 
exercise (equitation, dancing) should of course be strictly 
forbidden. 

When the symptoms of so-called strangulation of the kidney 
occur—violent pains, sickness, frequent micturition, enlarge¬ 
ment and excessive tenderness of the tumour—complete repose, 
in the recumbent posture, should be prescribed during the 
attack; hot poultices, or even leeches, should be applied over 
the scat of pain, and morphia administered internally. 


II.—ANOMALIES OF' FORM. 

Deviations from the normal shape of the kidneys may exist' 
congenitally, or be produced in after-life by the pressure of 
tumours or of enlargements of the neighbouring organs. Some 
of these malformations have been already noticed, in treating 
of fixed misplacements of the kidney. 
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The lobulated character of the gland, which is natural to it in 
the fcetal state, sometimes persists more or less throughout life. 
Sometimes one kidney is twice or thrice as large as its fellow, 
although both may be perfectly healthy—an anomaly probably 
due to deficient development of one renal artery. 

The pelvis of the kidney, and the ureter, sometimes present 
curious anomalies. Sir H. Thompson encountered a kidney 
with two pelves, which united into a single ureter about an inch 
below their necks (Path. Soc. Trans, vi. ^67). In a case re¬ 
corded by Mr. Wood (Ibid. vii. 261), the left kidney had two 
ureters, which continued distinct until within an inch of the 
bladder. The right kidney of the same patient had, in addition 
to a ureter which entered the bladder at the usual place, an 
aberrant ureter, connected with a dilatation (partial hydrone¬ 
phrosis) at the upper extremity of the kidney ; this aberrant 
duct was as thick as a goose-quill, sacculated, and opened into 
the bladder close to the exit of the urethra. Dr. C. Kelly re¬ 
cords a case (Ibid. xix. 274) in which no trace of the left 
kidney could be found; the right kidney had two ureters— 
the upper one descended in the usual manner; the lower one 
}»a8sed behind it, and, following the course of the left common 
iliac artery, entered the bladder us the left ureter usually does. 
There were three arteries, the upper of which was in the usual 
position of the right renal artery, and three veins; no corre¬ 
sponding vessels existed on the left side. 

Horseslm Kidney .—The most common deviation from the 
normal shape of the kidney, consists in the fusion of the two 
organs into one, by an intermediate transveree portion, or isth¬ 
mus, which connects their lower ends across the spine, so as to 
form a crescent or horse-shoe. Fig. 82 represents a specimen 
which I removed, some yeai-s ago, from the body of a patient 
who died of phthisis in the Eoyal Infirmary. The two halves 
of a horse-shoe kidney are usually complete and perfect in 
themselves, and possess each a separate pelvis and ureter. The 
transverse portion is generally com^wsed of proper secreting 
stnicture; but sometimes it consists merely of condensed 
fibrous tissue. The concavity of the crescent is always directed 
upwards; and the ureters generally descend in front of the 
transverse portion—but sometimes, according to Wilks, behind 
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it. In a drawing possessed by my colleague. Dr. Eenand, tlie 
two ureters of a horse-shoe kidney are seen to cross each other 



on their way to the bladder. The arterial supply of a horse¬ 
shoe kidney always presents some departure from the ordinary 
distribution. 

This deformity does not occasion any derangement in the 
secretion of urine, provided the organ remain healthy. Rayer 
reminds practical men, that in thin persons, with flaccid bellies, 
the transverse portion of a horse-shoe kidney may give the feel 
of a morbid growth in the abdomen; and that suppuration 
and dilatation of the pelvis of such a kidney may occasion a 
tumour, which, from its central position near the spine, would 
lead .an observer away from the idea of pyo-nephrosis, unless 
the possibility of this deformity were borne in mind. 


III.-ANOMALIES OF NUMBER. 

Rayer cites a number of instances in which there existed 
one or two supernumerary kidneys, each with its separate 
excretory duct. The same author cites examples of still-bom 
infants, presenting a complete absence of both kidneys, together 
with the ureters and bladder. In acephalous monsters this 
abnormity appears to be not uncommon. 

Solitary Kidney .—The absence of one kidney has been 
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repeatedly observed in the bodies of persons, who presented no 
derangement of the urinary function during life. The existing 
organ, in such cases, is always hypertrophied; and so long as 
it remains liealthy, the secretion of urine is carried on without 
appreciable defect. But if the solitary kidney become inflamed, 
or its excretory duct obstructed by the impaction of a calculus, 
or the pressure of a tumour, alarming symptoms make their 
apf)earance, accompanied with partial or total suppression of 
urine, ending in fatal urmmia (Sec Suppression of Urine, 
p. 26.) 

Of twenty-nine cases of solitary kidney collected by me fi'om 
various sources, 22 occurred in males, 6 in females, and in one 
case the sex is not stated. One was a male infant seven days 
old; another a boy of seven years; two of the cajics were fifteen 
years old; four were between twenty and thirty, three between 
thirty and forty, four between forty and fifty, two were sixty, 
and one was sixty-five—the remainder were adults whose age is 
not specified. The left kidney was absent in 16 cases, and the 
right in 12—in one case the side affected is not mentioned. In 
nineteen of the cases, the defect was congenital; in three, it 
had been acquired later in life through destruction of the op¬ 
posite organ; while in seven, it is left uncertain whether the 
defect was congenital or acquired. The renal vessels and the 
ureter of the defective side were always absent in the congeni¬ 
tal cases. In Dr. Ilillier’s case, the existing (right) kidney had 
three arteries and two ureters. The corresponding supra-renal 
capsule was likewise generally wanting when the defeet was 
congenital. In 24 cases the cause of death was specified: in 
12 of these, death was essentially conditioned by the absence 
of the opposite kidney,—and was caused in 10 cases by the 
impaction of a calculus in the ureter, and in 2 cases by the 
pressure of a cancerous growth on that canal. In the re¬ 
mainder, the cause of death was unconnected with the anomaly 
in the kidneys. In a case observed by my colleague. Dr. 
I/eech, solitaiy kidney was associated with double uterus and 
vagina. 

In addition to the cases collected by Rayer and Hosier, the 
following examples of solitary kidney may be referred to:— 
Garrod, Lanat, 1868, ii. p. 724; Eootes, Jhid., 1866, ii. p. 251; 
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Ogle, PM. Soe. Trans., 1851-2, p. 382; Sydney Jones, Ihid., 
vol. viii. p. 279; Mnrcliison, IMd., vol. x. p. 190; Hillier, Urul., 
Tol. XV. p. 4G; Brnce, Ibid., vol. xvii. p. 175; Kelly, Ibid., vol. 
xix. p. 275; Duckworth, Ibid., vol. xx. p. 232 ; Murray, Bril. 
Med. Journ., 1866, ii. p. 159; Taylor, Ibid., 1870, ii. 485; 
Mcschcde, Vtch. Arch., Bd. 33, p. 546. 




